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Cardenal, L.: Conclusions Drawn from a Statistical 
Study of More Than Two Thousand Consec- 
utive Operations for Hernia (Conclusiones de- 
ducidas de una estadfstica de m&s de 2,000 opera- 
ciones consecutivas de hernia). Med. Ibera, 1919, 
NGmero extraordinario, 1 Cong. nac. de med. y 
cirug., 46. 


The principal methods used in the treatment of — 


inguinal hernia and their percentages of recurrence 
were as follows: Lorthioir method, 0.29 per cent; 
Kocher method, 1.3 per cent; Lucas-Championiére 
method, 34.6 per cent; and Bassini method, 8 per 
cent. Therefore preference should be given first to 
Lorthioir’s method (children up to 10 years of age), 
and second, to the classical method of Kocher which 
may be used without danger in over 80 per cent of 
cases. The Bassini method, which held third place 
as regards the number of recurrences, should be 
reserved for cases in which the sac cannot be in- 
vaginated and, with the author’s modification, for 
cases of direct inguinal hernia. The Lucas-Cham- 
pioniére method should be abandoned entirely. The 
mortality in the radical treatment of inguinal hernia, 
re every type of accident, was 0.2 per cent. 

For the correction of crural hernia preference 
should be given to the method of Kocher (invagin- 
ation and transplantation of the sac above Poupart’s 
ligament). This method is practicable in the great 
majority of cases and is followed by a recurrence of 
the condition in only 2.6 percent. When it is not 
practicable, the author sutures and extirpates the 
sac and closes the ring, suturing Poupart’s ligament 
and the aponeurosis and the pectineus muscle. When 
the ring is very large he uses grafts and transplants. 
In the 216 cases of crural hernia included in the 
statistics there was not one death. 

In the treatment of umbilical hernia Cardenal has 
reduced the percentage of recurrences to 2.8 per 
cent with the use of his own modification of the Mayo 
method. The mortality of operations for umbilical 
hernia is comparatively high, being 1.3 per cent. 


The number of epigastric, lumbar, and other 
types of hernia operated upon by the author is 
too small to justify conclusions regarding them. 

M. M. Marrures. 


Yount, C. C.: The Réle of the Provisional Appli- 
ance in the Treatment of Amputations of the 
Lower Extremities. N. York State J. M., 1919, 
xix, 339- 

Commercial provisional legs are comparatively 
little used because it is unsatisfactory to provide at 
a low cost for the adjustment of an appliance so 
that it will continue to fit a rapidly changing stump 
that is tender and boggy. To use a “shrinker” or 
cuff of leather, constructed to fit the stump and 
provided with a lacer for compression, is an apparent 


cy. 

Atrophy, however, must be avoided and hyper- 
development obtained by exercise of muscle groups 
proximal to the jm mcg | part of the stump. 
Since in amputations below the knee the weight- 
bearing is distributed among cone bearing, bony 
prominence bearing, thigh surface bearing, and 
end bearing, the ideal provisional appliance should 
develop these bearing points and surfaces by various 
excavations and additions, and should be changed 
in shape and position frequently. Adjustments in 
alignment must be made on account of changes in 
the position of the stump with relation to the axis 
of weight bearing. The provisional appliance must 
also possess an ankle-joint in order to save unneces- 
sary trauma to the stump. 

The stock appliance can be used in 85 per cent 
of thigh amputations, but only in 50 per cent of 
leg amputations. For the remaining cases a special 
prosthesis is made, the value of which depends on 
the construction of the socket. A sock made of 
eiderdown is dipped into heated paraffin, slightly 
cooled, and then drawn onto the stump to which it 
is carefully fitted, especially under the head of the 
fibula, the tuberosity of the tibia, and over the 
head of the tibia. After cooling, plaster of Paris or 
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Keen’s surgical cement is applied and strips of thin 
sheet iron are used as rivets. 

For thigh stumps the socket is formed in a 
similar manner, a careful mold being made for 
the ischial tuberosity. At the Walter Reed Hos- 
pital it has been found that the best way to fit the 
changing socket is to supply a new socket, usually 
at the end of the second, fourth, and sixth weeks 
when latterly the patient is recommended for dis- 
charge. He is then instructed to wear the pro- 
visional appliance for at least four months longer 
before applying for the permanent artificial limb. 

R. G. PAcKarp. 


Bettman, A. G.: The Removal of Foreign Bodies 
from the Tissues by the Use of Transillumi- 
nation. J. Am. M. Ass., \xxiii, 766 


The difficulty often encountered in attempting 
to remove foreign bodies from the tissues is well 
known. Even when roentgenograms are at hand or 
when fluoroscopy has been done, there is frequently 
great difficulty in removing the foreign body. 

By the use of transillumination, any foreign body 
that will cast a shadow may be located in a sur- 
prisingly short time. 

Having cut down to the supposed location of the 
foreign body and having arranged the light, the opera- 
tor looks through a tube at the tissues, which may be 


SURGERY OF THE 


HEAD 


S.: A Case Sh a Method of Repair 
of the Right Side of the Nose. Proc. Roy. Soc. 
Med., Lond., 1919, xii, Sect. Laryngol., 110. 


Hastings repaired a defect of the right side of 
the nose due to injury by turning forward a flap 
formed of cartilage and bone from the septum and 
mucous membrane of the right side only, leaving the 
left side intact as in the operation of submucous re- 
section, and at once covering the exposed cartilage 
and bone with a pedicled flap from the forehead. 
At a subsequent operation the base of the pedicle 
was divided and the patency of the nose restored by 
dividing the septal mucous membrane of the right 
side in the line of its reflection. O. M. Rorr. 


Hett, G. S.: Methods of Repair of Wounds of the 
Nose and Nasal Accessory Sinuses. Proc. Roy. 
Soc. Med., Lond., 1919, xii, Sect. Laryngol., 117, 136. 

There are many methods of restoring a lost ala 
nasi. A flap may be brought down from the side of 
the nose or turned in horizontally from the cheek. 

This flap may contain a previously embedded piece 

of cartilage or may be attached over an inferior 

turbinal which has been swung across the gap. Skin 
may be turned down from the nose to form the 
lining of the new vestibule. However, as the outer 
portion of the ala often tends to contract upward and 


Method of locating 
the tissues by the use of transillumination-: 


and removing foreign bodies from 


held up or otherwise suitably manipulated. A dark 
room is unnecessary. When once the foreign body is 
located, it is a simple matter to remove it. Refer- 
ence to the illustration will make the method clear. 

The tube may be of any suitable material, brass 
or other metal or a darkened test tube; in an emer- 
gency, a roll of paper may be employed. 

The angle at which the tube is used may be 
varied to meet conditions. Frequently even deeply 
embedded material may be located without the neces- 
sity of putting the end of the tube into the wound. 


HEAD AND NECK 


in this way ruin the contour, Hett recommends the 
use of a flap from the cheek made with its base 
above. This is rotated inward, attached to the nose 
over turned-down skin orturbinal, and may contain 
embedded cartilage. 

When it is necessary to form ale, tip, and colum- 
nella, an extension of the last flap may be employed. 
The flap is cut in a Y-shaped form, the upper limb 
of the Y making the columnella and support for the 
tip. The lower limb forms the ala of the opposite 
side. The portion between the short limbs of the Y 
is made to include some fatty tissue and forms the tip. 
The omy of the flap forms the ala of the same side. 

When there is still greater loss of the ale, tip, and 
columnella, as in the Indian mutilation type, a fore- 
head flap is indicated. Hett employs a modification 
of the Keegan-Smith operation. The mucous mem- 
brane is divided over the septum and raised as in 
a submucous resection. The septal cartilage is then 
divided submucously, except at its anterior inferior 
angle, and swung forward. A bisected triangle of 
skin from the bridge of the nose is then turned down 
and sutured to the septal mucous membrane. Fin- 
ally, a forehead flap is brougbt down with a very 
wide columnella which wraps around and covers 
the projecting piece of septal cartilage. 

For extensive loss of the nose with an opening 
between the antrum and the cheek the following 
operation may be done: An L-shaped piece of sep- 
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tum covered with mucous membrane is cut free, 
except above where it is left attached. It is swung 
forward, and the end of the short limb of the L 
attached to a groove cut in the region of the nasal 
spine. A full thickness flap is cut out of the nasal 
cavity so that it swings forward like a door, the 
hinge corresponding to the anterior edge. Its free 
edge is attached to the septal swing and fills up the 
right half of the gap in the nose. The lining of the 
right half of the external nose is thus formed by 
antral mucous membrane. The left side is covered 
in by an in-turned skin flap. At the next operation 
the remains of the left ala are adjusted and used for 
the lining of the left vestibule. The lining of the 
right vestibule is formed by a turned-up labial flap 
which is attached to the lateral wall swing and to the 
septal swing. A forehead flap is brought down over 
the whole after removal of the mucous membrane 
from the superficial surface of the lateral nasal wall 
swing. Subsequently, the proximal end of the pedi- 
cle is cut loose from the forehead with a flap which 
is designed to cover the opening into the antrum 
from the cheek. Lastly, the portion of pedicle be- 
tween the nose and cheek flaps is cut away. 

Hett has frequently employed this principle of the 
reversed forehead pedicle for various purposes, such 
as the formation of nose and eyelid or to give an 
additional prominence to the tip of the nose. 

In cases of loss of a portion of one side of the nose, 
a skin flap may be turned in to cover the opening, 
either from the opposite side of the nose or from the 
same side of the cheek. Another method is the 
lateral septal swing. The next stage is to remove 
the mucous membrane from the outer surface of the 
septal swing and bring down a forehead skin flap. 

For wounds causing loss of the bridge of the nose 
and the nasal and septal supports (pug-nose type) 
the operation consists in cutting free the ale and 
tip and bringing them down into the normal posi- 
tion. This leaves a gap in the nose which has to be 
covered over by lining flaps made from the skin of 
the sides of the upper part of the nose. 

A very useful method of forming a new bridge and 
holding the tip in correct position consists of implant- 
ing a rod of cartilage which is turned down on a 
hinge of skin and soft parts and attached to the tip. 
The sides of the opening are then covered in with 
skin flaps and a forehead flap is brought down. 

Wounds causing loss of the bridge of the nose and 
nasal supports without marked deformity of the tip 
(bird-beak type) require a forehead flap to fill the 
gap. If the nasal cavities are open a turned-in skin 
flap must be used to cover the gap 

Hett presents the following cases: 

Case 1. This case illustrated a method of over- 
coming the deformity left after a wound of the 
frontal sinus. A forehead flap was brought down 
over the depression to restore the contour. In such 
cases a piece of costal cartilage may be inserted 
subcutaneously to form a new brow ridge. 

_ Case 2 was a case of total loss of the nose. Pieces 
of cartilage were implanted into the sides of the nose 


to reproduce the supports which were lacking, i.e., 
the nasal processes of the superior maxilla. Lining 
flaps of skin containing the cartilage were turned 
inward with lateral prolongations which, when 
twisted into position, formed the lining of the vesti- 
bule of the new nose. A very large forehead flap 
was then brought down and subsequently cartilage 
was implanted subcutaneously in order to reproduce 
the prominence which should be formed by the nasal 
bones and cartilaginous bridge. 

Case 3 illustrated the use of a reversed pedicle 
forehead flap to form a lower eyelid and to repair 
a deficiency of the bridge of the nose. 

Case 4 illustrated the employment of a forehead 
flap containing the anterior division of the super- 
ficial temporal artery. This flap has an excellent 
blood supply and is useful in many cases, especially 
scarring of the forehead. It renders the use of the 
ordinary forehead flap containing the angular and 
supra-orbital arteries impossible. 

Case 5 illustrated the principle of chest flap 
ene: O° tae In this case a portion of the new nose 
sloughed. Hett states that it is difficult to get a 
chest flap to live more than 3% inches beyond the 
tube of the pedicle. E. H. Poot. 


Cope, V. Z.: Acute Necrotic Parotitis. Brit. J. 
Surg., 1919, vii, 130. 

The author reports seven cases of an acute inflam- 
matory condition of the parotid gland to which he 
has applied the term ‘‘acute necrotic parotitis.” 
While the immediate exciting cause was bacterial 
infection with staphylococci or streptococci, ex- 
cessive heat or debilitating disease are emphasized 
as more important elements. Infection took place 
along Stenson’s duct or from some septic focus in the 
body. Pathologically an extensive gangrenous con- 
dition may be found which in some cases involves 
both glands. If incision is done early, little or no 
discharge results. Later a copious purulent dis- 
charge with slough appears. Spontaneous rupture 
of the discharge usually takes place into the external 
auditory meatus. 

Clinically a swelling in the region of the parotid 
accompanied by fever of 102 to 104 degrees and 
general symptoms of malaise are common. If free 
incision of the glandis done, recovery usually follows. 
after the substance of the gland has come away by 
sloughing. No case of facial palsy has been seen. 

In the treatment the author emphasizes the im- 
portance of making free incision into the substance 
of the gland at the earliest opportunity. He con- 
siders a small incision as being futile and often fatal. 
Incisions found useful were a large inverted T- 
shaped cut at the angle of the jaw, a straight or T- 
shaped incision in front of the auricle, and a straight 
incision behind the auricle over the mastoid. The 
after-treatment consisted of the application of 
fomentations and frequent dressings. In the seven 
cases reported there were three deaths, one of which 
was due to an associated empyema of the gall- 
bladder. W. J. Tucker. 
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Kerr, W. J.: A Preliminary Survey of the Thyroid 
Gland Among Twenty-One Thousand One 
Hundred and Eighty-Two Recruits at Camp 
Lewis, Washington. Arch. Int. Med., 1919, 
XXIV, 347. 

Among 21,182 recruits examined at Camp Lewis, 
Washington, the thyroid gland was found to be 
enlarged so that it could be felt distinctly on swal- 
lowing in 4,693 (21 per cent). 

The recruits examined were from Washington, 
Oregon, Montana, Idaho, Wyoming, Minnesota, 
Utah, North and South Dakota, Nevada, and Cali- 
fornia. In these states the incidence of thyroid 
enlargement is highest in Washington and Oregon, 
i.e., 30 to 40 per cent, and lowest in California 
and Nevada, i.e., under ro per cent. Goiter is 
endemic in the Pacific Northwest, shading off 
southward and eastward. In the latter direction, 
however, Minnesota with 20 to 30 per cent repre- 
sents the endemic region of the Great Lakes. 

Exophthalmic goiter was very rarely seen in 
troops coming to Camp Lewis although many 
recruits were rejected because of thyroid enlarge- 
ment producing pressure symptoms or interfering 
with the wearing of the military collar. Cases of 
exophthalmic goiter were rejected by the local 
boards. The enlargement of the thyroid gland 


SURGERY OF 


CHEST WALL AND BREAST 


Norrlin, L.: A New Case of Double Metapneu- 
monic Empyema. Operation and Recovery 
(Sur l’empyéme double métapneumonique a 
d’un cas nouveau. Intervention; guérison). Acta 
chirurg. Scand., 1919, lii, 55. 


The author’s rare case of bilateral metapneu- 
monic empyema was that of a girl aged 8 years 
and followed an attack of influenza in the recent 
epidemic. Expectant treatment was given, but 
as the patient daily grew worse, it was decided to 
operate. In both pleure there was a thick creamy 
pus exudate containing only diplococci. 

At first about 150 grams of pus were aspirated 
from each pleura by puncture. On the following day 
after aspiration of another 150 grams from the right 
pleura an intercostal incision was made in the 
eighth space on the right side and through this 14 
liter of pus was evacuated. Following temporary 
improvement, there was a severe relapse. Thora- 
centesis was then done on the left side and 300 grams 
of thick pus were removed. The patient’s condi- 
tion, however, grew gradually worse and progressed 
to a point where she would have succumbed if a 
sufficient opening for the evacuation of pus from 
the left pleura had not been made. A half liter of 

~ = removed by a posterior thoracotomy on the 

t side. 


INTERNATIONAL ABSTRACT OF SURGERY 


involved the isthmus in 52 per cent, the right lobe 
in 5 per cent, and the left lobe in 4 per cent. In 
38 per cent it was diffuse. 

The family history of recruits with enlarged 
thyroid glands showed that goiters had been noted 
in sisters three times more frequently than in 
brothers, and in mothers ten times more frequently 
than in fathers. 

There was no evidence to indicate that enlarge- 
ment of the thyroid gland diminishes in frequency 
between the ages of 21 and 31 years. 

Such physical signs as tremor, tachycardia, vaso- 
motor instability of the hands, and curved nails 
were noted and found in a larger percentage of men 
with thyroid enlargement than in those without 
demonstrable changes in the thyroid. The dif- 
ferences, however, were not striking, and no definite 
conclusions can be drawn at this time. 

No definite conclusions can be drawn as to the 
etiological factors in the production of endemic 
goiter. The region affected corresponds roughly to 
the glaciated areas of the United States. There is 
apparently some relation between the condition and 
the water supply. 

The geographic distribution has been shown by 
states. Similar statistics by counties in each state 
have been compiled, but for want of space are not 
included in this report. K. L. Vene. 


THE CHEST 


All these operations were done under local anes- 
thesia. After the intervention the fever fell rapidly 
and the patient progressed to recovery. 

Gierz in reporting in 1913 on 588 cases of pleural 
empyema treated in the Swiss hospitals stated that 
a double purulent pleurisy was found in only 5 cases. 
Only one patient recovered. Cases of recovery from 
double pleurisy are rare. The present tendency in 
surgical treatment is to simplify the technique and 
to operate as conservatively as possible. Norrlin 
believes that when operation is required, a primary 
thoracotomy will give better results than aspiration. 

Surgeons generally are cautious in recommending 
a simultaneous double pleurotomy even when the 
empyema is not encapsulated by the pleure. 

It is impossible to lay down precise rules in ad- 
vance for such cases. As regards his own case Norr- 
lin is confident that the patient’s feeble condition 
would not have permitted simultaneous double 
pleurotomy. He concludes: 

1. That cases of bilateral metapneumonic (pneu- 
mococcic) empyema may be cured by an early surgi- 
cal operation which can be done in any clinic. 

2. That in urgent cases a simultaneous double 
pleurotomy is permissible, but that the best results 
are obtained from puncture, thoracotomy, if neces- 
sary, being deferred until pleurotomy of the other 
side has been done and has healed. 

W. A. BRENNAN. 
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ammary Carcin juency 
Recurrence Following a Radical Operation.° 


J. Am. Inst. Homeop., 1919, xii, 279. 


The present surgical success in the treatment of 
mammary carcinoma dates back to William S. 
Halsted’s brilliant report on the results of operations 
for mammary carcinoma at Johns Hopkins Hospital 
from June, 1889, to January, 1894. Halsted’s list 
showed no primary mortality and but 6 per cent 
of local recurrences. Up to this time surgical treat- 
ment had been an almost complete failure as re- 

ards a cure and the primary mortality had been 

igh. Billroth’s primary mortality was 23 per cent. 
Halsted’s excellent results are to be attributed to: 
(1) the removal of the pectoralis major and minor 
muscles; (2) the removal of the axillary contents; 
se wide skin incision and removal of the mass 
en bloc. 

The author describes the technique of modern 
radical excision, adding to the three steps mentioned 
a large and wide dissection of the deep fascia cover- 
ing the muscles in proximity to the breast. By this 
operation there is no reason why from 80 to 100 per 
cent of cures should not be obtained if the patients 
are brought for operation sufficiently early, i.e., 
while the tumor is still small and mobile and there 
is no palpable enlargement of the axillary glands. 
As it is, the statistics of cases following radical re- 
moval, such as those of Deaver, Halsted, and Mayo, 
show only 44 per cent of cures. 

It must be borne in mind that any lump in the 
breast is cancer or potential cancer and demands 
immediate removal. 

Isaac Levin has offered a valuable contribution 
in his report on the frequency of metastasis in the 
bones in mammary carcinoma. So impressed is he 
with this occurrence that he makes a roentgeno- 
graphic examination of the skeleton as a routine in 
all cases of cancer of the breast. The author feels 
that every case should have the benefit of radium 
and X-ray therapy. 

The article is closed with the report of five cases 
of double mammary involvement and a tabulation 
of twenty-seven cases of benign and malignant 
tumors of the breast. R. B. BETrMAN. 


TRACHEA AND LUNGS 


Fagiuoli, A.: Primary Echinococcosis of the L 
(Sulla echinococcosi primitiva del polmone). Ri- 
forma med., 1919, xxxv, 498. 

Up to a few years ago before the advent of the 
radiological examination primary localization.of the 
echinococcus in the lung was believed to be excep- 
tionally rare, and even today, eliminating the fre- 
quent and easily made diagnostic errors, it is not 
often observed. 

The clinical diagnosis of hydatid cysts of the 
lungs is always difficult. There is no characteristic 
syndrome, the clinical symptoms being only such 
as are commonly observed in other pulmonary con- 
ditions; eosinophilia is variable and manifested with 


other lesions, and complement deviation is usually not 
effected until rupture of the cysts or operative inter- 
vention. The only sign of positive value is the de- 
monstration of the parasite in the sputum which is 
rarely possible. 

The author reports the case of a soldier who, when 
in fairly good condition, was suddenly seized with 
severe hemoptysis. About 250 cubic centimeters 
of blood were ejected. Examination showed signs 
of pulmonary infiltration in the right clavicular re- 
gion and pleural effusion on the same side. The 
Koch bacillus could not’ be demonstrated but there 
was a weakly positive cutireaction to tuberculin. 
An exploratory puncture was not done. The 
patient was sent for radiological examination with . 
a clinical diagnosis of bronchopneumonia infiltration 
in the upper and middle right lobe and pleurisy 
with effusion on the right side. Radiology, however, 
established the presence of three large hydatid cysts, 
two of which were situated in the thickness of the 
pulmonary parenchyma and the third in the poster- 
ior part of the pleura. 

Through an exploratory puncture made poster- 
iorly in the eighth intercostal space perfectly clear 
limpid fluid was evacuated. This was followed by 
symptoms of anaphylaxis. Examination of the 
sputum thirty-six hours after the puncture showed 
a considerable number of eosinophile cells. Comple- 
ment deviation with the cystic fluid as antigen and 
bovine echinococcus cyst fluid was clearly positive. 
The patient refused operation, left the hospital, and 
has not been heard from since. W. A. BRENNAN. 


Hedblom, C. A.: Pulmonary Suppuration. Med. 
Rec., 1919, XCvi, 441. 

This article is based on a study of 80 patients at 
the Mayo Clinic since 1918. Fifty-four were 
operated on, 1 progressed to a complete cure, and 1 
to a partial spontaneous cure. In 16, pulmonary 
suppuration occurred as a complication of operation 
for other conditions; 8 were practically moribund 
at admission. 

In the first group the abscess developed on a 
preceding inflammatory lung condition in 25 per 
cent. Presumably there was evidence that the 
infection had been carried to the lung by foreign 
material (detritus during tonsillectomy, teeth ex- 
traction, etc., and other foreign material in 25 per 
cent). In 18 per cent there was a possibility of 
infection by direct extension from an adjacent in- 
flammatory process (empyema, peptic ulcer, abscess, 
etc.). In 33.6 per cent of the non-operative cases, the 
abscess followed operation for malignant disease. 
In 66.6 per cent of the same group the abscesses 
were multiple. 

A chronic productive cough was the most char- 
acteristic os. The onset of sputum was 
gradual in at least half of the cases; tuberculosis 
bacilli were found in 1 case only. Elastic-tissue 
fibers were found in 2 of 14 cases. Dullness to per- 
cussion was the most characteristic sign and was 
present in 62 per cent of the cases. , 


if 
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The differential diagnosis lay chiefly between 
abscess and localized bronchiectasis on one side, 
and tuberculosis, encapsulated empyema, and 
generalized bronchiectasis on the other. In 17 of 
56 cases there was evidence of a primary or an 
associated tuberculous lesion. Seven of the 17 
patients died, and 9 improved or were entirely re- 
lieved of their symptoms by operation. A post- 
mortem examination was made in 6 of the 7 fatal 
cases. In 2, a tuberculous process was found in 
addition to the abscess. In the remaining 4 cases an 
abscess was found but no tuberculosis. 

Of 7 cases of bronchiectasis a definite pre-opera- 
tive diagnosis was made in only 2. In 3 cases not 
included in this series exploration was made for 
malignant disease. 

Primary drainage was effected in 29 of 54 cases. 
In the remainder a two-stage operation was per- 
formed. 

The author considers the two-stage operation 
safer in all cases in which extensive adhesions 
are not definitely made out at operation. His 
operative technique is described in detail. 

Pleural adhesions were firm and extensive in about 
50 per cent of the cases. Primary drainage was 
performed in 5 instances in which there were no 
adhesions. One of these patients died of empyema. 
In 11 instances in which the abscess was drained in 
a one-stage operation the pleural cavity was opened. 
Three of these patients died of empyema. 

The abscess was located in the right lung in 
74.5 per cent and in the right lower lobe in 50 


per cent. The cavities were multiple in 23.4 per 
cent. 

The operative mortality was 33.3 per cent for 
the ab eam, and 23.5 per cent for the last 
17 cases. 
The article includes a number of tables on in- 
cidence, etiological factors, symptoms, signs, opera- 
tive findings, mortality, postoperative complica- 
tions and sequelz, and necropsy findings in the fatal 
cases. There is also a historical survey and a com- 
prehensive bibliography. 


PHARYNX AND GSOPHAGUS 


Keiper, G. F.: Tight Strictures of the @sophagus 
Fn Children e to Lye Burns. 
T1919, xxix, 548. 

In addition to a case report the following salient 
points are presented: 

1. The etiology of strictures of the type de- 
scribed lies primarily in gross carelessness. 

2. Laws should be enacted and enforced requiring 
the poison label to be attached to containers of con- 
centrated lye as well as of the various cleansers on 
the market. 

3. Passage of a bougie should not be attempted 
at once as the walls are soft, due to the corrosive 
action of the chemical, and perforation is apt to 
result. 

4. Dilatation should be undertaken only under 
direct inspection. 


5. No anesthetic is necessary. O. M. Rott. 
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ABDOMINAL WALL AND PERITONEUM 


esi, G.: The Pathogenic Mechanism of 

ernial Strangulation (Sur le méchanisme 
pathogénique de l’étranglement herniaire). Arch. 
de méd. expér. et d’anat. path., 1919, xxviii, 403. 


_ Bolognesi presents an experimental and clinical 
study of strangulated hernia and reviews the various 
theories regarding the mechanism of strangulation. 
Most of these have some basis in fact, but all are 
insufficient in that though they may agree that the 
pathogenesis of hernial strangulation is mechanical, 
they do not take any account of the vital phenomena 
which are of great importance in the formation of 
hernial incarceration. 

In a number of experiments on dogs‘the author 
attempted to make the cause of strangulation inter- 
vene while the vitality in the incarcerated intestinal 
loop was maintained. Having performed an aseptic 
supra-umbilical median laparotomy on a dog, he 
isolated and looped a segment of intestine and 
passed it either through a rigid or an elastic ring into 
an artificial sac of sterile rubber or canvas. 

In 11 experiments he found that attempts to pro- 
duce strangulation of an intestinal loop in such an 
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artificial sac were not successful when rigid neck 
rings were used or even rings with very reduced 
elasticity. On the other hand, when the ring of the 
sac was elastic, strangulation occurred almost con- 
stantly. In such cases the hernia was irreducible 
at the time of the experiment and when left to itself 
a true strangulation developed secondarily with 
constriction of the intestine and more or less occlu- 
sion of the venous vessels. The influence of full- 
ness or emptiness of the intestinal loops at the time 
of experiment on the production of strangulation 
was not clearly determined. The vitality of the 
loop does not depend upon the duration of the 
strangulation; in one experiment necrosis occurred 
after twelve hours while in others the loop was still 
alive after six days. 

In drawing conclusions from his experimental 
findings as to the etiology of the condition, the 
author reviews some facts observed clinically. Dur- 
ing four years in a total of 550 hernia cases he has 
seen 107 strangulated hernia. Of these 107 hernie 
60 were inguinal and 47 crural. In 45 per cent of the 
cases of strangulated inguinal hernia the hernia was 
reduced, the reduction being followed by a radical 
operation for the cure of the hernia. In 55 per cent 
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immediate operation for emptying the sac was 
necessary. In only 6 per cent of these latter was re- 
section required to empty the sac, and in only 3 per 
cent was the vitality of the loop doubtful. In the 
cases of crural strangulated hernia, immediate surgi- 
cal operation for reduction was done in nearly every 
instance. In the cases of inguinal and crural hernia 
there was no relation between the gravity of the 
anatomical lesions in the herniated viscera and the 
time at which incarceration occurred. Especially 
in old persons the viscera seemed to tolerate strangu- 
lation well. 

On the basis of his experimental and clinical data 
Bolognesi believes that the inguinal and crural rings 
involved in hernia have not been sufficiently studied 
and not enough is known regarding their elasticity. 
Exclusive of Scarpa’s spasmodic contraction and 
the elastic action described by Richer, the herniat- 
ing rings have a certain amount of elasticity due to 
the fibrous elements which compose them. 

The conclusions drawn by the author are as 
follows: 

1. Strangulation of a hernia is an essentially 
mechanical fact which ought to be viewed in its re- 
lations to vital phenomena. In the young the 
fibrous herniating rings, the mechanical agents of 
strangulation, are more elastic than in the old and 
hence more apt to cause strangulation. At the same 
time, however, the blood vessels are more tolerant 
of mechanical interference with their circulation. 
In the old the fibrous rings are more rigid, but sclero- 
- of the vessels plays an important part in strangu- 

tion. 

2. The elasticity of the herniating ring is of prime 
importance. 

3. Strangulation of a hernia is a complex phenom- 
enon and most of the theories propounded to ex- 
plain it have some basis in fact. 

4. The intestinal loop incarcerated in a hernial 
sac may be converted from an irreducible hernia to 
a strangulated hernia as the result of vascular and 
fermentative phenomena. 

5. A herniated intestinal loop, rendered irre- 
ducible by muscular contraction, becomes second- 
arily strangulated as a result of the continued in- 
crease in disproportion between the hernial opening 
and the volume of the herniated mass (congestion, 
vascular transudation, secretion, and fermentation 
in the loop). 

6. The variety in degree and form of strangulated 
hernie is due to the complexity of the pathogenic 
factors involved, and especially to the variation in 
the resistance of the loop to the effect of the strangu- 


lation. W. A. BRENNAN. 
GASTRO-INTESTINAL TRACT 
Lowen » H.: Pyloric Obstruction of Infancy. 


Pennsylvania M. J., 1919, xxii, 712. 


Lowenburg objects to the prevailing nomenclature 
-- used in describing the pyloric obstruction of infancy, 
believing that the terms “surgical pyloric obstruc- 


tion of infancy” and “non-surgical pyloric obstruction 
of infancy” should be substituted. Under these 
headings he describes the symptoms and treatment. 

As surgical pyloric obstruction in infants he re- 
gards all cases in which the symptoms indicate com- 
plete obstruction or incomplete obstruction of such 
a degree that not sufficient nourishment.can pass to 
permit at least the maintenance of nutritional bal- 
ance. The symptoms are continuous depression of 
the weight curve, non-fxcal or slightly fecal stools 
of small bulk, and continuous and severe propulsive 
vomiting. 

As non-surgical cases he regards those in which 
sufficient nourishment passes to maintain the nutri- 
tional balance at least for a more or less extended 
period of time and those in which there is but slight 
loss in weight and the weight-curve shows alternate 
losses and gains though its general trend is hori- 
zontal. Constipation is present but not complete; 
vomiting varies in intensity. 

Surgical treatment is posterior gastro-enterostomy, 
Rammstedt’s operation and Strauss’ operation. The 
latter has the simplicity of Rammstedt’s method 
and reconstructs the pyloric muscle. 

Medical treatment is usually directed to control 
the vomiting. This may be met by: (1) dietetic 
management; (2) stomach washing; and (3) medi- 
cine. Breast feeding or highly alkalinized artificial 
food should be given and the stomach washed once 
or twice a day with warm bicarbonate of soda solu- 
tion. Bromides are all that medical treatment has to 
offer. H. A. McKnicur. 


Gray, H. T., and Pirie, G. R.: Congenital Hyper- 
trophic Stenosis of the Pylorus: Its 
and Treatment. Lancet, 1919, cxcvii, 515. 


This article is a detailed study of the diagnostic 
criteria and treatment of a series of cases of con- 
genital hypertrophic stenosis of the pylorus. The 
authors believe the usually poor results obtained 
are due to the fact that the treatment is largely 
empirical and not based upon an appreciation of the 
etiology of the condition. The variability of pub- 
lished figures is the result of the difficulty of arriving 
at a correct diagnosis in doubtful cases. 

The signs and symptoms in order of their im- 
portance are: (1) the presence of a palpable tumor 
in the regior of the pylorus; (2) visible gastric peri- 
stalsis; (3) and projectile vomiting. Associated with 
these may be (4) phimosis, and (5) constipation in 
varying degrees. Asa rule the age of onset is also of 
importance. 

' The one certain sign is the presence of a tumor 
which is usually found just outside the outer border 
of the right rectus in the transpyloric plane. There 
is a characteristic sensation of a marble rolling away 
from the finger. Such tumors are divided roughly 
into two groups: (1) the large, hard, avascular type, 
and (2) the small, hard, vascular type. The vari- 
ability in size accounts for the fact that in many 
cases a tumor is not discovered. Other causes 
for failure may be: (1) dilatation of the stomach, 
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(2) difficulty in palpating deeply on account of 
the presence of the liver, and (3) the better developed 
abdominal muscles in older children. 

- Examination is best made at feeding time when 

the pylorus is uncovered by the dragging on the 
fundus and peristalsis is present. The authors re- 
commend examination from the patient’s left 
side with the thoroughly warmed left hand. The 
visible peristalsis is an evidence that the tumor 
causes a marked degree of obstruction at the outlet 
_of the stomach. Spasm may do the same. The pro- 
jectile vomiting is similar to any vomiting from 
obstruction, but the vomitus is never bile-stained. 
As the stomach dilates the vomiting becomes less 
frequent but more copious. Of these three cardinal 
symptoms, the authors believe only the first is of 
paramount importance. 

The number of cases of true congenital hyper- 
trophic stenosis of the pylorus is but a fraction of 
those reported. 

Constipation is usually marked. The bowel 
movements are small, hard, and infrequent. The 
size of the stool indicates the degree of obstruction, 
and the consistency, the degree of secretory in- 
hibition. 

In males with congenital hypertrophic stenosis 
there is a constant association with phimosis or an 
adherent prepuce. The authors concede the pos- 
sibility of pyloric spasm produced either by direct 
afferent nerve stimulation upon the sphincter or by 
excessive stimulation of the suprarenal hormone, or 
both simultaneously. Symptoms usually occur 
about the third week. Obstinate projectile vomit- 
ing should lead to a thorough examination. In the 
series of 84 cases studied only 13 of the patients were 
girls. Girls show the symptoms later and'recover 
more slowly, but the sex difference is more apparent 
than real. From their study, the authors conclude 
that in Jewish subjects with congenital pyloric 
hypertrophy symptoms of obstruction will develop 
in as many girls as boys. 

In the discussion of the treatment only cases that 
were operated upon at the hospital in Great Ormond 

* street are included. Up to April, 1918, there had 
never been a recovery after operative interference. 
Three types of operation used were: (1) gastro- 
enterostomy, (2) Loreta’s operation, and (3) 
Rammstedt’s operation. The series in each type 
was not large. Gastro-enterostomy was performed 
in four cases, and two of these patients died. The 
operation was discarded because death occurred in 
the two most favorable cases. After operation the 
condition is sure to be critical. Another objection 
to the procedure is that gastro-enterostomy does 
not reduce the hypertrophy but merely short- 
circuits the obstruction. 

Seven cases were treated by Loreta’s operation 
with one recovery. Four patients died directly 
after the operation and two within a month. Vomit- 
ing occurred postoperatively in three cases but no 
visible peristalsis was observed. Spasmodic breath- 
ing was noted on several occasions during the 
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operation, and was attributed to some violent 
afferent vagus stimulus which inhibited respiration 
much like a blow in “the wind.” Chief among the 
many objections to this operation is its lack of pre- 
cision. It is always septic, can never be completed 
in less than fifteen minutes, and cannot be per- 
formed in advanced cases as a life-saving measure. 
The risk of recurrence is also not a negligible factor. 

Rammstedt’s operation was performed on seven- 
teen patients, ten of whom recovered. The records of 
the cases operated upon by this method are given in 
detail and several points in the technique of the 
procedure are emphasized. Because of the structure 
and relations of the mucous membrane of the hyper- 
trophied portion and the adjoining stomach and duo- 
denal structures, the authors limit their incision 
of the pylorus on the proximal side by the point 
where venous oozing begins and on the distal side 
just short of the pyloroduodenal juncture. In 
performing the operation they use a special knife 
with a semicircular cutting blade on one side and a 
blunt separator on the other. The abdomen is 
omy about inch below the costal margin at 
about the juncture of the middle and outer thirds 
of the right rectus. The incision, which is about 114 
inches long, is carried through the rectus fascia and 
the muscle is split. To avoid traction it is best 
to hold the stomach wall near the pylorus out of the 
wound with the right hand, while pressing the ab- 
dominal wall back behind the pylorus with the left 
hand, rather than to bring the pylorus up to the 
abdominal wall. The site of the incision in the 
pylorus should be as far toward the posterior side as 
possible so that it will come into natural alignment 
with the lesser curvature. Finally, after exposure 
of the mucosa, the latter is freed from the muscle 
by the blunt separator. The whole operation oc- 
cupies from five to seveh minutes without hurry. 
Adequate division of the seromuscular coat on the 
gastric side is the most important point to be 
borne in mind. 

The total mortality rate of all cases operated upon 
by this method was 41.1 per cent. All complicated 
cases being excluded, the authors state their mor- 
tality was 23 per cent, while in the favorable or early 
cases it was 9 per cent. In the discussion of the three 
types of operations emphasis is put upon the fact 
that no patient was operated upon before palliative 
treatment had failed, and none was refused opera- 
tion on account of poor physical condition. 

In the further discussion of the treatment the au- 
thors take up the subsidiary conditions adding to the 
stenosis produced by the antenatal hypertrophy and 
initiating the obstructive symptoms. They are: 
(1) inhibition of pancreatic secretion, (2) gastritis, 
(3) spasm due to phimosis; and (4) spasm due to 
unknown causes. These contribute to the pre- 


cipitation of symptoms by the recurring spasm which 
they produce or by maintaining the spasm over a 
long period of time. 

Radical treatment is advocated when the secretory 
inhibition is established at once by a maximum 
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amount of congenital hypertrophy at birth and a 
minimum effect from added causes. Palliative 
treatment should be instituted until the influence 
of the added causes is determined. In all cases, 
the diet should consist of peptonized milk. The 
feeding interval and quantity need not be modified. 
Gastric lavage should be performed once or twice a 
day to obviate the gastritis. Rectal lavage or an 
oil enema is sufficient for the constipation. Cath- 
artics are contra-indicated. 

In cases of extreme congenital hypertrophy or for 
frail, puny babies radical treatment should be 
instituted at once, that is, within from ten to twelve 
days after treatmentis begun. The palliative treat- 
ment should be carried out for from ten to twelve 
days and all contributing influences of spasm should 
be eliminated. If within this time vomiting has 
not ceased, or at least if its projectile quality has not 
decreased, and the stools have not become more 
normal, operation is indicated. Operation should 
be performed as soon as it is definitely demonstrated 
that palliative measures are useless. 

Postoperatively such children should be fed pep- 
tonized milk for from ten to twelve days. hen 
the stools indicate a return of the normal outflow of 
pancreatic secretion, they should be fed as normal 
babies. Aside from shock, there is no indication for 
_ the administration of drugs. Blood transfusion may 
be of value for particularly feeble patients. 

O. C. MELson. 


Taylor, J.: Operative Treatment of Peptic Ulcer. 
Practitioner, 1919, ciii, 194. 

The author presents the details of cases of gastric 
conditions submitted to surgical treatment in an 
army training center. The operations performed 
and mortality were as follows: posterior gastro- 
enterostomy, 60, with 1 death; excision of ulcers, 
3, with o deaths; and partial gastrectomy, 2, with 
o deaths. ' 

In all of these operations evidence was found of 
obstruction at the duodenojejunal flexure due to 
changes in the upper part of the alimentary tract 
brought about by chronic intestinal stasis. 

Owing to the drag of loops of small intestine over- 
loaded with feces, the highest part of the jejunum is 
pulled strongly down and to the right and in this 
manner the flexure is made very acute. The duo- 
denum then distends and dilates. It yields more on 
the convex surface and in its first portion which is 
least supported. Congestion of the mucous mem- 
brane develops and slight abrasions are soon con- 
verted into ulcers. Follows then a spasm of the 
pylorus. The stomach distends and by the aid of 
an overloaded transverse colon drags down on the 
lesser curvature which is its fixed portion. Ulcers 
then occur at the lesser curvature owing to this tear- 
ing strain or at the pylorus owing to the resistance 
of the pyloric spasm to the passage of food. These 
conditions are readily relieved by the Mayo gastro- 
enterostomy which overcomes the acute flexure at 
the duodenojejunal juncture. 


Hemorrhage after operation was never trouble- 
some. In a case of rather marked bleeding which 
occurred ten days after operation the patient re- 
covered when the stomach was allowed to rest. 

The detailed report of a case of hour-glass stomach 
which was relieved by partial gastrectomy is fol- 
lowed by the clinical abstracts of 6 cases of pro- 
nounced fatal hemorrhage in which a posterior 


gastro-enterostomy was done. Four of the patients 


recovered and 2 died. 
The article is concluded with a short note by 
Abrahams in which posterior gastro-enterostomy is 


strongly endorsed, particularly as an emergency 


measure, P. M. Cuase. 


Borchgrevink, O. C.: The Results of the Operative 
Treatment of Gastric and Duodenal Ulcer 
(Résultat du traitement opérative de l’ulcére de 
V’estomac et du duodénum), Acta chirurg. Scand., 
1919, lii, 61. 

Borchgrevink’s report is based on 87 cases of 
gastric or duodenal ulcer operated upon by Bull in 
either his hospital or his private practice. Seventy- 
eight of these were without acute complications. In 
9 the complications were as follows: 5 cases, per- 
foration of a gastric ulcer into the abdominal cavity; 
3 cases, perforation of a duodenal ulcer into the ab- 
dominal cavity; and 1 case, loss of blood and severe 
anemia. 

In all of the 8 cases of perforation, the ulcer was 
on the anterior wall of the stomach or duodenum. 
This was not a chance occurrence but due to the fact 
that in this locality there is little opportunity for the 
formation of adhesions. Three of these 8 patients, 
who were operated upon, died. The operations were 
performed twenty-three hours, forty-nine hours, and 
five days after perforation, respectively. Generally 
those who recovered were operated upon within 
twenty-four hours. The fatal cases were all those 
of patients over 50 years of age. 

In 7 of the 8 cases the perforation was closed by 
suture; in 9 the suturing was followed by gastro- 
enterostomy. Favorable immediate results were 
obtained in all. Of the 5 survivors, 3 had a gastro- 
enterostomy at the first operation; one showed new 
symptoms of ulcer two months later aad was then 
treated by gastro-enterostomy; the other, who had 
a bilocular stomach, was subjected to a gastro- 
enterostomy six months after the first operation. 

Excision of the ulcer was done only once, forty- 


nine hours after perforation. The patient died two . 


days later. Four of those who survived were ulti- 
mately traced; none had symptoms of recurrence. 

Most of the patients with uncomplicated cases 
of ulcer were men. As a general rule it is found 
that women are operated on for ulcer ten years 
earlier than men. In 78 primary laparotomies for 
uncomplicated ulcer there were 5 deaths; in 19 re- 
operations there were 2 deaths. Therefore, in 97 
either primary or secondary operations there were 
7 operative deaths (7.2 per cent). The causes of 
death were distributed as follows: peritonitis, 3; 
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embolism, 1; pulmonary complications, 1; circulus 
viciosus, 1; and hemorrhage, 1. 

Sixty-five of the patients with uncomplicated 
ulcers were traced; 36 of these were free from symp- 
toms, 23 had insignificant trouble, and 6 notable dis- 
turbances. Of all patients ultimately examined only 
10 per cent showed bad results and when the opera- 
tive mortality is taken into account the proportion 
of good to poor results is 82 : 18. 

The author’s findings were in general the findings 
after gastro-enterostomy as this was practically the 
only operative method used. For juxtapyloric ulcers 
and duodenal ulcers, which constituted the majority 
treated, the results have been very good and seem 
in every respect to equal those obtained by the more 
radical methods of recent years. 

In the cases reported the majority of the juxta- 
pyloric ulcers were associated with secondary stric- 
ture and dilation of the stomach, a circumstance 
over which gastro-enterostomy has particularly 
triumphed. The duodenal ulcers, on the other hand, 
were not as a rule accompanied by stricture and 
dilation and in this group the results surpassed 
those obtained in cases of juxtapyloric ulcers. It 
can be said, therefore, that gastro-enterostomy 
gives good results regardless of the location of the 
ulcer. It has an operative mortality less than that 
of resection and its end-results are equally good. 

To what extent resection should have precedence 
over gastro-enterostomy in order to prevent the 
development of cancer is a question which must 
still remain unanswered. It is certain, however, 
that in many cases it has been found that cancer has 
developed in the stomach after resection for ulcer. 

In the few cases of ulcer distant from the pylorus 
included in the author’s statistics the results of 
gastro-enterostomy were far from equal to those 
obtained in the other two groups. 

W. A. BRENNAN. 


Walton, A. J.: The Treatment of Hour-Glass 
Stomach. Surg., Gynec. & Obst., 1919, xxix, 213. 


The author reviews the prevailing methods of 
treatment and comments upon them as follows: 

1. Digital dilatation. Now abandoned. 

2. Gastroplasty—Allingham’s and Kammerer’s 
methods. The incision is largely through scar tissue, 
the ulcer is untouched, and no attempt is made to 
overcome pyloric stenosis. 

3. Gastro-gastrostomy. The ulcer is not treated 
and pyloric stenosis is not overcome. 

4. Single gastro-enterostomy. Merely palliative 
and rather difficult to perform. 

5. Double gastro-enterostomy. Two anasto- 
motic openings in same loop of intestine, one in each 
pouch. Difficult to perform. The large amount of 
' bowel drawn through the mesocolon predisposes to 
later obstruction. 

6. Partial gastrectomy. Unless there is evidence 
of malignancy this is a procedure of too great magni- 
tude and difficulty for simple ulcer cases. 

The author’s method excises the ulcer area along 


the lesser curvature in a V-shaped mass of varying 
size dependent upon the size, shape, and fibrous in- 
duration of the ulcer. The apex of the V is toward 
the greater curvature. The sides of the V are at 
least as long as the diameter of the stomach. The 
edges are approximated with chromic gut, the pylor- 
us obstructed by a through and through mattress 
suture of silk, and a posterior gastro-enterostomy is 
done. This opening is made transversely with its 
midpoint opposite the line of excision of the ulcer 
P. M. Cuase. 


Finton, W. L., and Peet, M. M.: An Experimental 
Study of the Use of Detached Omental Grafts 
in Intestinal Surgery. Surg., Gynec. & Obst., 
1919, xxix, 281. 

A general discussion of the literature on the use of 
detached omental grafts in intestinal work is 
followed by a detailed report of experiments on dogs 
which is illustrated by numerous photomicrographs. 

The conclusions to be drawn from the results are 
that detached omental grafts are preferable to 
fixed grafts except in the presence of general in- 
fection and may be used on any abdominal organ. 
The indications are to replace lost portions of 
peritoneum, to strengthen suture lines, to prevent 
adhesions, to check hemorrhages, to occlude the 
pylorus, to cover the stump of the cystic duct or 
fallopian tube, and to re-inforce the peritoneum 
in threatened perforations. 

The technique is simple and may be executed with 
little trauma and in a minimum period of time. 
Plain fine silk is to be preferred as suture material 
although No. oo plain catgut is very good. The 
peritoneum need not be scarified. The raw edges 
of the graft must be turned in. Thin grafts survive 
best. The graft should be laid on smoothly and only 
a sufficient number of sutures should be used to 
keep it smooth and in place. Hemorrhage under a 
graft should not be allowed. In the absence of 
infection the thin graft survives at least six months 
practically unchanged. P. M. CHase. 


Carr, W. L.: Hirschsprung’s Disease. Pennsylva- 
nia M. J., 1919, Xxil, 705. 

Carr enumerates the symptoms and pathology of 
idiopathic dilatation of the sigmoid colon (Hirsch- 
sprung’s disease), and finds there is no reason for 
objecting to the theory that megacolon is due to a 
developmental cause. He reviews the embryological 
growth of the large intestine and states that any 
interruption in the growth of the small intestine may 
make proportional changes in the large bowel. 

The condition is not entirely limited to the colon; 
there may be dilatation of the cecum or rectum and, 
in rare cases, dilatation of the colon without involve- 
ment of the sigmoid. 

In almost all cases the colon is elongated. In addi- 
tion to the lengthening and distention, there is thick- 
ening of the intestinal wall, loss of elasticity due to 
proliferation of the connective tissue, and hyper- 
trophy of the muscle layers. 
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The symptoms are constipation which in early 
infancy is indicated in the delayed passage of mecon- 
ium and later is a manifestation of great importance. 
Meteorism, fecal impaction, pouching of the colonic 
walls, and pressure on adjacent organs are its 
sequelz which cause most of the clinical symptoms. 

In the present state of our knowledge and medical 
treatment, the prognosis in congenital cases is un- 
favorable as regards the duration of life. Accord- 
ing to Neugebauer’s statistics, 79 per cent of the pa- 
tients died before their sixth year. 

In the statistics of surgical treatment, colpexy in 
8 cases gave no mortality, and 3 patients were re- 
ported cured by this method of lifting the sigmoid 
and fastening it so as to eliminate kinks. Resection 
in a one-stage operation cured 56.5 per cent, and, 
when performed in two stages cured go per cent. 

Every patient with megacolon should be examined 
by a surgeon who should co-operate with the physi- 
cian in charge. H. A. McKnicar. 


a L. R., Dragstedt, C. A., McClintock, J. 
-, and Chase, C. S.: Intestinal Obstruction. 
II. A Study of the Factors Involved in the 
Production and Absorption of Toxic Materials 
from the Intestines. J. Exper. M., 1919, xxx, 1006 


Obstruction to the passage of food through the 
intestine leads to adverse symptoms and complete 
obstruction causes death. Acute obstruction in the 
upper part of the small intestine is more rapidly 
fatal than similar obstruction in the intestine lower 
down. The symptoms are those of a severe, rapidly 
developing toxemia. Toxic substances accumulate 
in the obstructed intestine which, when injected 
intravenously in animals or absorbed from the ab- 
dominal cavity, produce symptoms similar to those 
arising after acute obstruction. 

It has been shown by Stone, Bernheim, and Whip- 
ple, and later by Hartwell and his associates and 
Murphy and Brooks that the production of isolated 
closed loops of the intestine with the re-establish- 
ment of intestinal continuity around the isolated 
loop, produces symptoms similar to those following 
complete obstruction of the intestine at the same 
level. There is an accumulation of toxic materials 
in these intestinal loops similar to those in the ob- 
structed intestine. In a previous study it was demon- 
strated that these toxic substances can be formed in 
such isolated closed intestinal loops, with resultant 
toxemia, after all food materials and digestive 
secretions have been previously removed by careful 
washing with water or salt solution. It was shown 
also that the secretions of the intestinal mucosa are 
not toxic and do not give rise to the symptoms of 
acute obstruction when absorbed directly from the 
abdominal cavity. 

However, the presence of bacteria plus a suitable 
substrate either in the lumen of the obstructed 
intestine or in closed intestinal loops does not in 
many cases produce the characteristic acute toxemia 
unless there is some factor present permitting the 
absorption of these toxic materials into the general 


circulation. Absorption of toxic materials from the 
intestine occurs in clinical and experimental ob- 
struction and in the great majority of cases after 
the formation of closed isolated loops. The study 
reported was undertaken to determine the factors 
involved in this absorption of toxic materials and to 
secure additional evidence as to the manner of their 
production. 

The experiments were performed on dogs under 
complete ether anesthesia and with strict precautions 
for asepsis. 

It has been definitely determined that death re- 
sulting from acute obstruction of the intestine is 
due to a toxemia and that the responsible toxic 
substances are formed in the obstructed intestine. 
These toxic substances may be formed even if all 
food materials, end-products of digestion, and the 
secretions of the stomach, liver, and pancreas have 
been carefully excluded. The secretion of the in- 
testinal mucosa is not toxic either when absorbed 
from the abdominal cavity or injected intravenously. 
The mucosa of the alimentary tract (oumaah, 
duodenum, jejunum, ileum, or colon) does not 
elaborate an internal secretion which is necessary 
to life or which could be disturbed by the condi- 
tions of acute obstruction so as to account for the 
syndrome of that condition. 

The presence of bacteria in the lumen of the 
intestine is necessary for the production of the 
characteristic toxic substances and in their absence 
these substances do not form. They are produced 
by the action of the intestinal bacteria on proteins 
or their split products. In the absence of food, 
gastric juice, bile, or pancreatic juice, these bacteria 
can produce the characteristic toxic substances fro n 
the intestinal juice or from the proteins of des- 
quamated mucosa cells. The important poisons 
will not provoke the appearance of immune bodies 
when injected in experimental animals and it was 
not possible to demonstrate that an animal can 
become immune to the toxemia of acute obstruc- 
tion. Toxic amines are produced by the action of 
various intestinal bacteria on amino acids, and the 
evidence more and more points to these substances 
as the important agents in the toxemia of acute 
intestinal obstruction. 

The toxic substances arising in the lumen of the 
obstructed intestine are not readily absorbed 
through a normal mucosa, a point emphasized by 
Hartwell and his associates and by Murphy and 
Brooks. Nor are they absorbed to any great extent 
through the mucosa of a closed intestinal loop until 
this mucosa has been injured by the distention of 
the loop and the consequent interference with its 
blood supply. If this distention is prevented by any 
means, absorption of poisons in quantities greater 
than can be cared for by the liver and other tissues 
does not occur. 

Thus it appears that the injury to the mucosa 
cells, either as a result of the sudden distention 
brought about by conditions of obstruction or by 
any other factors which interfere with the blood 
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supply to the mucosa (strangulation, etc.), is an im- 
portant factor in the absorption of toxic substances 
from the intestine. There can be no doubt that 
necrosis of the mucosa greatly facilitates the absorp- 
tion of intestinal poisons, but it is incorrect to say 
that intestinal poisons, i.e., those found in obstruc- 
tion, cannot be absorbed through a normal mucosa, 
The protective action of the intestinal mucosa 
exercised through its properties of selective absorp- 
tion is not absolute, but that it is of great significance 
is shown by the fact that an animal can take care of 
the amount of poisons absorbed through the normal 
mucosa of a short closed intestinal loop which has 
been treated with astringents, but that as soon as 
this mucosa becomes necrotic an overwhelming 
amount of toxic materials gains entrance to the blood 
stream and toxemia and death occur. The absorp- 
tion in these cases cannot be different from absorp- 
tion from the peritoneal cavity. : 

From the above facts the following conclusions 
were drawn: 

1. It is impossible to sterilize the intestine by 
the use of chemical antiseptics even when these are 
applied directly to the mucosa of isolated segments. 

2. The mucosa of the alimentary tract does not 
elaborate an internal secretion which is necessary 
to life, or a secretion which could be distributed by 
the conditions of acute obstruction so as to account 
for the syndrome of that condition. 

3. The substances responsible for the toxemia 
in acute obstruction are produced by the action 
of intestinal bacteria on proteins or upon their split 
products. 

4. An injury to the intestinal mucosa, particu- 
larly that resulting from disturbances of the blood 
supply to the intestine, greatly facilitates the absorp- 
tion of such poisons. The work of Hartwell and his 
associates and that of Murphy and Brooks on this 
point are confirmed. G. E. BEIsy. 


Jalaguier: Indications for the Surgical Treatment 
of Acute Appendicitis (Indications du traitement 
chirurgical de l’appendicite aigué). Bull. Acad. de 
méd., Par., 1919, |xxxii, 65. 

Jalaguier’s paper is a criticism of Ténon’s recent 
article advocating operation especially in the early 
stages of appendicitis. 

Jalaguier, with an experience of thirty years, has 
always been a resolute adversary of the doctrine of 
systematic intervention, a doctrine which reduces 
all indications to a single mathematical formula, 
i.e., diagnosis of appendicitis=operation. This 
doctrine is dangerous because it is not necessarily 
true that if the diagnosis is correct and the opera- 
tion is properly performed death will not result. 

Appendicitis is not always typical. It varies as 
to its origin and also as to its virulence. 

Jalaguier is not an abstentionist as regards opera- 
tion. He is an opportunist. By detailed clinical 
study he seeks the operative indications in each 
individual case. He believes that a case of appendi- 
citis observed from the beginning, treated and 


directed by an experienced surgeon, may be kept 
under such observation without danger. Signs and 
symptoms by which the advisability of operation 
may be judged are always present. 

The principal phenomena which develop within 
from six to twenty-four hours after the onset of an 
acute appendicitis and indicate operation are as 
follows: ice applied to the abdomen does not give 
relief, the facial expression. does not change or 
changes for the worse, vomiting persists or re- 
appears after a remission, the temperature rises and 

ere is a disturbance in the normal relationship 
between the temperature and the pulse, the local 
pain becomes increased, and the abdominal wall re- 
mains retracted and wooden or shows a tendency to 
become swollen. Any of these symptoms is an 
indication for operation, and if several are observed 
the indication is stronger. 

Although the author has no general statistical 
figures to submit, he states that his operative mortal- 
ity in acute cases has been only 3 or 4 per cent. 

Very frequently if the appendicular and intestinal 
pbenomena are properly treated they will evolve 
favorably and the appendix can be removed in the 
“cold” period under infinitely better conditions 
than if the operation is carried out during full in- 
fection. However, when the symptoms and .signs 
mentioned are noted, operation should not be 
delayed. 

Abstention from operation necessitates hospital 
supervision of the patient by the surgeon himself 
assisted by capable help who will rigorously carry 
out the treatment and constantly watch develop- 
ments. Otherwise it is best to operate at once as 
Ténon urges. 

Summing up his views, Jalaguier states that in 
appendicitis as in all diseases amenable to surgical 
treatment we should begin by studying the patient 
in order to arrive at a correct diagnosis and operate 
only on the basis of definite knowledge. By so 
doing there is no loss of valuable time and the 
patient’s recovery is not prejudiced. Hasty opera- 
tions and diagnostic errors are avoided. 

Jalaguier believes that systematic operation leads 
to the error of operating upon cases of cholecystitis, 
intermittent hydronephrosis, and other conditions 
as cases of appendicitis. The differential diagnosis 
is not always easy. 

In discussing one type of appendicitis Jala- 
guier differs from Ténon definitely as regards opera- 
tion. This is the acute type which, having evolved 
for a time, has given rise to an indurated mass 
with relatively recent adhesions to the wall, 
the iliac fossa, and the liver. In such instances 
operation in the early stages is always extremely 
difficult and it is hard to find and dissect the appen- 
dix from the surrounding mass. Under proper 
treatment the exudates may be resorbed and a 
prudent drainage operation will often suffice, mak- 
ing it possible to delay the removal of the appendix 
until some months later when conditions are more 
favorable. W. A. BRENNAN. 
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LaRoque, G. P.: Appendicitis with Abscess and 
Diffuse Peritonitis; Results of Operations in 
101 Cases. Mississippi Valley M. J., 1919, xxvi, 
224. 

It is the duty of all surgeons to report their 
personal results and to invite comparison with the 
results of other surgeons in the community. 

The first question to decide after a diagnosis of 
appendicitis is made is whether or not the patient 
should be operated upon immediately. This 
question must be answered on the basis of the 
conditions of the individual case. 

The second question is whether or not the patient 
should be sent to the nearest hospital or to a hospital 
at a distance where there may be a better surgeon. 
This can be answered only by making a comparison 
of results. 

Of the 600 patients with appendicitis operated 
upon by the author, ror (16 per cent) had abscesses; 
in 25 the abscess had ruptured and caused diffuse 

ritonitis. All of these patients with abscesses 

d been sick for more than forty-eight hours, 
some for two weeks, some for three weeks, and one, 
who had been treated for typhoid fever, for a 
period of four weeks. All of them had been given 
some sort of cathartic during the acute attack. 

In 100 other cases of acute appendicitis in 
which neither cathartics nor food had been 
given and morphine had been prescribed to 
quiet peristalsis, not one case required drain- 
age. These patients were not operated upon im- 
mediately, but were taken some distance before 
operation. It is generally agreed that under the 
treatment they received immediate surgical inter- 
vention is unnecessary. In the cases of 40 per cent 
of these patients, traveling in various conveyances for 
some distance for operation did not affect their 
condition, and the rest seemed to be beneficial. 
Emergency work by an inferior surgeon should 
give place to treatment' by a skilled surgeon unless 
the former can demonstrate an operative mortality 
of less than 3 per cent. 

A simple appendectomy should not be performed 
before time is taken to make a thorough diagnosis, 
since some other condition may be present. This is 
especially true in women in whom pelvic troubles 
are not infrequent. In 5 per cent of the author’s 500 
pelvic cases there had been a previous operation for 
appendicitis. In these cases he has waited for 
weeks that he might make a correct diagnosis, and 
at operation has used an incision which was adequate 
for the pathology present. Ninety-seven per cent 
of the author’s abscess cases are cured as a result 
of this method. 

Removal of the appendix at the time that an 
abscess is drained would seem to be the ideal pro- 
cedure but must be decided upon in the individual 
case on the basis of the risk to the patient’s life in 
searching for a hidden appendix. The author re- 
moved the appendix in 94 of his ror cases, and is 
anxious to obtain the statistics of other surgeons 
who do not remove the appendix in cases of abscess. 


Removal of the appendix at the time of drainage 
saves life, decreases the length of time required for 
the healing of the sinus, and obviates the necessity 
for a second operation for recurrent illness. 

Of the three patients who died in the author’s 
series of ror cases, one had a large hole with diffuse 
peritonitis seven days after the operation, and two 
were boys who were almost moribund with cathar- 
tic peritonitis at the time of operation. Those who 
were cured remained in bed for from twelve to 
eighteen days. Two men had femoral phlebitis in 
the right thigh. No wound infection nor hematoma 
occurred. One woman with associated pelvic disease 
had an annoying sinus of the abdominal wall. 
In three instances a fecal fistula followed the 
operation. One of these occurred in a boy and 
healed in three weeks. The other two patients had 
intestinal tuberculosis. Four dilatations of the 
stomach were promptly relieved by lavage. Two 
infants with acidosis and in stupor were relieved 
by rectal injections of soda water. 

No respiratory diseases developed after operation, 
and there was no postoperative obstruction, hemor- 
rhage, secondary peritonitis, abscess, anesthetic 
disaster, or catastrophe. A postoperative hernia 
developed in only one case, and the author concludes 
that this complication is rare. M. H. Hosarr, 


Back, I.: Carcinoma of the Rectum: Choice 
of Operation. Lancet, 1919, cxcvii, 421. 

The author’s percentage of operable cases is 
exceedingly low, slightly under 30 per cent; 40 of 
100 are operable in the female, while only 20 of 100 
are operable in the male. 

In considering the early stages of the disease the 
author states that carcinoma of the rectum starts 
as a small ulcer or polypoid growth. The lack of 
attention given this condition seems to be due to 
absence of symptoms rather than procrastination. 

Examination of the rectum under ether is ad- 
vised, with the view of ascertaining the following 
facts: (1) the extent of the growth in both direc- 
tions; (2) the nature of the growth; (3) the mobility 


of the growth; and (4) the enlargement of the 


lumbar glands and the liver. 

If the growth appears inoperable an immediate 
colostomy is advised for the following reasons: 
(1) the patient will become weaker as time goes on; 
(2) if the surgeon awaits obstruction the bowel will be 
somewhat dilated and hypertrophied and this will 
cause technical difficulties; (3) the deflection of 
intestinal contents from a growth will tend to retard 
its progress; and (4) it will relieve intestinal stasis. 

Hypogastric colostomy is preferred because of the 
ease with which it may be cared for by the patient 
and the fact that the rectus abdominis often de- 
velops the power of a sphincter. 

Emphasis is placed upon the importance of com- 
bating the idea that a colostomy is intolerable. 

The contra-indications to radical operation are: 


- (1) general—age, metastasis, and cachexia; and (2) 


local—the extent of the growth and its fixation. 
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The author is convinced that any operation 
which is intended to leave a normal anus (that is, an 
operation which does not end with a colostomy) 
is a poor operation. Under this head he includes: 
(1) the transsacral excision of the growth, with end- 
to-end anastomosis, which often leads to recurrence 
and stricture; (2) abdomino-anal operations which 
are frequently followed by stricture and difficulty 
in defecation; and (3) the Kraske operation. 

As satisfactory radical operations he considers: 
(1) a combined abdominoperineal operation, and 
(2) a colostomy with later a high perineal excision. 

In brief, the first operation consists of making a 
permanent colostomy with the upper end of the 
divided sigmoid or descending colon and recon- 
structing the pelvic peritoneum over the lower 
portion of the divided bowel. This is then removed 


by the posterior route. The second operation con- 


sists of a primary hypogastric colostomy followed in 
a fortnight by posterior excision of the rectum and 
sigmoid above the growth, the bowel being completely 
surrounded with peritoneum. The severed end of 
bowel is closed and allowed to drop back into the 
peritoneal cavity. 

The abdominoperineal operation is the more 
radical and has the higher mortality. The author 
prefers the colostomy followed by high perineal 
excision, a two-stage procedure. This operation 
offers the patient as good a chance with less risk 
than any other. 

The common causes of death are: (1) shock; 
(2) peritonitis; and (3) intestinal obstruction. 

The conclusions drawn are as follows: 

1. Only 30 per cent of cases of carcinoma of the 
rectum admit radical operation when first seen. 

2. When radical operation is impossible a hypo- 
gastric colostomy should be done at once. 

Radical operations which are intended to 
retain the anal canal are pathologically unsound. 

4. There are only two sound radical operations: 
(1) colostomy followed later by intraperitoneal 
excision by the perineal route, and (2) an abdomino- 
perineal operation. 

5. Of these, the former is better except when the 
growth is at the rectosigmoid juncture. 

J. A. H. Macoun. 


LIVER, PANCREAS, AND SPLEEN 


Lyon, B. B. V.: Diagnosis and Treatment of 
Diseases of the Gall-Bladder and Bili 
Ducts: Preliminary Report on a New Meth 
J. Am. M. Ass., 1919, \xxiii, 980 

Following the suggestion of Meltzer regarding 
the use of magnesium sulphate solution deposited 
in the duodenum to relax the common-duct sphincter, 
the author made about one thousand observations 

in over one hundred cases to determine its value as a 

diagnostic and therapeutic measure. 

After rinsing the mouth with permanganate and 
zinc chloride solution, the duodenal tube is passed 
in the usual way. It reaches the duodenum in from 


fifteen to forty-five minutes, a fact which is deter- 
mined by the duodenal tug, the character of the 
aspirated fluid, and the failure to recover imme- 
diately by vacuum aspiration the material swal- 
lowed. When once the tube is in the duodenum, one 
barrelful of air from a 30 cubic centimeter syringe 
is introduced to balloon the duodenum in order to 
prevent traumatism to its mucosa. 

The first, or duodenal, aspiration should be bile- 
free, pearly gray, of syrupy consistency, fairly 
transparent, and with a small amount of flaky sedi- 
ment. The presence of bile during starvation 
means a lesion of the organs related to this intes- 
tinal zone. 

From 50 to 100 cubic centimeters of sterile 25 
per cent saturated solution of magnesium sulphate 
are then introduced and aspiration in a second sterile 
bottle is begun. In from two to ten minutes the 
aspirated material is stained a light yellow. 

In from one to three minutes a sudden transition 
occurs. The bile becomes darker and more viscid, 
but remains transparent. This is gall-bladder bile. 

When the gall-bladder bile is replaced by a lighter 
yellow, thinner, and usually transparent bile of 
intermittent flow, a fresh liver supply is being ob- 
tained. 

Pathologic states of the biliary tract alter the 
appearance and character of the bile from the dif- 
ferent regions, and in the various aspirated fluids 
the author has noticed the evidence of exudate. 

In one case three small faceted stones and a gritty 
sand-like bile were aspirated. Subsequent opera- 
tion revealed a walnut-sized calculus in the common 
duct and several small stones in the gall-bladder. 

The method described may be of value in effect- 
ing drainage. The author believes that nine cases of 
catarrhal jaundice were shortened from an average 
duration of thirty-five days to seventeen days. 

It should be emphasized that to effect relaxation 
of the common-duct sphincter the solution used 


‘must be deposited directly within the duodenum. 


The article is a brief and preliminary report to be 
followed by further details of the author’s experience 
with magnesium sulphate and other solutions. 

K. L. VEHE. 


MISCELLANEOUS 


Dandy, W. E.: Pneumoperitoneum. Ann. Surz., 
1919, Ixx, 378. 

The author presents an additional method by 
which a diagnosis of perforation of the alimentary 
canal may be made. 

A detailed report is given of the case of a patient 
with typhoid who was believed to have a perfora- 
tion of the intestine. Before opening the abdomen 
an X-ray was taken of the chest to exclude tuber- 
culosis. The plate revealed gas between the liver 
and diaphragm, thus clinching the diagnosis of per- 
foration which was found at operation. 

The location of the gas will depend on: (1) the 
position of the body, and (2) the amount of gas. It 
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is possible to determine only that a perforation is 
present; it is not possible to determine the origin of 
the gas in the abdomen. The examination is of 
value chiefly when perforation develops insidiously 
and in cases of trauma in which other conditions 
mask those of perforation. 

The author reports experiments (illustrated by 
plates) in which air was artificially introduced into 
the abdominal cavities of several dogs. The result- 
ing pictures give a remarkably sharp definition of 
the abdominal contents. 

The conclusions drawn are: 

_ 1. Perforation of the intestines or the stomach 
can be diagnosed by the X-ray findings—pneumo- 
peritoneum. 

2. The escaping intestinal gases accumulate under 
the diaphragm if the head is elevated. The roent- 
genogram shows the diaphragm and liver sharply 
outlined and a collection of air separating them. 

3. Localized collections of gas in the abdominal 
walls, the buttocks, etc., may betray a colon infec- 
tion and therefore an abscess resulting from a per- 
forated bowel. 

4. An artificial pneumoperitoneum may be pro- 
duced by injecting air into the peritoneal cavity. 

5. In the production of pneumoperitoneum air 
is superior to other gases because it can be obtained 
so readily and it is not necessary to sterilize it. 

6. Nearly all the abdominal organs can be sharply 
defined in the roentgenogram after the introduction 
of air into the peritoneum. Even the intestinal 
walls are sharply outlined. 

7. As it makes it possible to determine the size, 
shape, and position of the abdominal organs, induced 
pneumoperitoneum should prove to be of great 
value in the localization and diagnosis of intra- 
abdominal lesions. P. M. Cuase. 


Rosenblatt, J.: Pneumoperitoneum. N. York 
M. J., 1919, CX, 501. 

A case of accidental pneumoperitoneum is re- 
ported in full and comments are made on the X-ray 
study of the condition. 

During an attempted pneumothorax for tuber- 
culosis, air was introduced into the abdominal 
cavity instead of the pleural cavity. This was 
discovered at the X-ray study of the chest. Num- 
erous plates were taken until the air was absorbed. 
At no time did the patient show signs of abdominal 
distress or symptoms. An excellent opportunity 
was afforded for the study of intra-abdominal pres- 
sure. 

The following observations were made: 

1. When the patient was in the right lateral 
posture and the needle was introduced just below 
the left side of the diaphragm, the initial manometric 
readings before any air was introduced were —3 
centimeters of water on expiration and —2 centi- 
meters on inspiration. After 500 cubic centimeters 
of air were introduced, the readings were —2 on 
expiration and o on inspiration. 

2. Three days later with the patient in the same 
position and the needle introduced in the same area, 
the initial manometric readings were —2 on expira- 
tion and —1 on inspiration. After 1,000 cubic 
centimeters of air were introduced, the pressure 
rose to +1 on expiration and -+-2 on inspiration. 

3. When the same procedure was repeated about 
one week later, the initial readings were again —2 
on expiration and —1 on inspiration. 

From the roentgenological point of view it was 
demonstrated that the definition of the abdominal 
contents is much clearer and sharper than when 
there is no air in the peritoneal cavity. 

P.M. CHASE. 
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DISEASES OF BONES, JOINTS, MUSCLES, TEN- 
DONS. GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Knerr, E. B.: Osteosarcoma — Roentgen Ray 
Treatment—A Case Report. J. Missouri M. 
AsS., 1919, XVi, 251. 

The salient point in the roentgen-ray diagnosis 
of malignant from non-malignant bone tumors is 
that the former invade the surrounding tissues and 
destroy their identity while the latter are limited 
beyond the new bone deposits by a clearly defined 
border. The limited tumor is non-invading, does 
not destroy, and may be excised with impunity. 

Hitherto the ae has been relied upon to 
determine the diagnosis from microscopic sections 
of excised portions. Such excisions, however, are 
known to be highly provocative of metastases and 
are condemned if the diagnosis can be made by other 
means. 


The case report is that of a sarcoma of the tibia 
in a girl of 13 which somewhat resembled osteomye- 
litis but was differentiated by areas of bulging and 
especially by “rays” of new bone shooting out from 
the margin and perpendicular to the shaft. Marked 
improvement under roentgen-ray therapy has con- 
tinued for more than a year. D. R. Bowen. 


Grant, J. W. G.: Progressive Myositis Ossificans. 
Brit. J. Surg., 1919, vii, 138. 

The author reports a case of progressive myositis 
ossificans in a girl, aged 4 a whose complaint 
was pain and stiffness in the back and shoulders. 
A radiograph showed large irregular plates of bone 
in the erector sping, latissimus dorsi, pectoralis 
major, and teres major muscles. The arms were 
fixed in 15 to 20 — adduction and the scapula 

fixed to the chest wall 

While surgery gives good results in traumatic 
myositis ossificans, in the progressive form the re- 
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formation of bone makes the prognosis unfavorable. 
The author operated and gained abduction to 45 
degrees but within a few months the bone plate had 
re-formed. H. W. Mryerpinc. 


McWilliams, C. A., and Hetzel, W. B.: Report of 
82 Cases of Knee-Joint War Injuries. Ann. 
Surg., 1919, Ixx, 257. 

The authors tabulate the results obtained by 
them in 82 cases of knee-joint war injuries from 
Evacuation Hospital No. 1 with remarks on the 
Willems treatment by immediate closure and subse- 
quent mobilization and comments on the surpris- 
ingly good functional results obtained by Willems. 
In comparison, the results obtained in the A. E. F. 
by the use of the old-time immobilization method, 
even though somewhat modified by the direction of 
earlier motions, suffer markedly, particularly in the 
septic cases. The causes of these results were three: 
incomplete knowledge of Willems’ treatment, an 
insufficient nursing staff, and too early evacuation 
of the patients. 

Of 73 cases operated upon in Evacuation Hospital 
No. 1 for knee-joint injuries, 57 (78 per cent) re- 
mained clean. These cases were not treated exactly 
as Willems directs because of different methods 
used in the American Army, and the authors believe 
that better results would have been obtained if the 
technique advocated had been employed. 

Drainage followed by immediate mobilization is 
much better than any other method as no stagnant 
pools of pus are left. If the motion is frequent and 
sufficiently vigorous, the pus is expelled as it forms. 
The mobilization is intended as much to afford ade- 
quate drainage as to preserve the joint movements. 
Adequate drainage is necessary to confine the in- 
fection to the synovial membrane and to prevent 
its spread to the cartilage and bone. 

In septic cases there are three chief indications: 
first, adequate incisions for efficient drainage; sec- 
ond, active motions to be begun immediately after 


and continued unceasingly; and third, 
the 


patient should not be evacuated to another 
hospital within ten days of the operation. 

The operative technique consists in a careful ex- 
cision of all fraumatized and infected soft tissues, 
removal of the foreign body, removal of the con- 
tused edges of the capsule and synovial wound, irri- 
gation of the joint with Dakin’s solution followed by 
ether, and complete closure of the capsular rent. 

Just as soon as the patient recovers from the effects 
of the anesthetic, he is made to move the articula- 


‘tion actively in bed. Passive motions are painful, 


set up inflammatory reaction, and subsequently 
may cause the rupture of an extra-articular abscess 
into the joint. The sooner active motions are begun 
after the operation the less the pain because the peri- 
articular structures do not have time to become in- 
filtrated with exudate. On the second or third day 
the patient is made to get out of bed and take a few 
steps without crutches. 

When frank pus is evident, either from signs of 


inflammation or bacteriological examination, thor- 
ough drainage must be established, the joint washed 
out with Dakin’s solution, and active motion begun 
at once. Walking is important because the muscu- 
lar contractions compress the joint and cause a 
marked increase in the expulsion of pus. The 
patient is made to walk the day after the operation 
without crutches. It is very important that a suffi- 
cient number of drainage openings be made to allow 
for the adequate escape of the pus. 

Patients treated by this method never have any 
serious change in their general condition, even dur- 
ing the early febrile period, and they do not fear 
movement as do those whose joints are immobilized. 

H. A. McKnicat. 


Alexander, C. B.: The Pathology and Treatment of 
Stiff Knee in Relation to Compound Fracture 
of the Femur. Brit. M.J., 1919, ii, 339. 


Stiffness of the knee following compound fracture 
may be due to articular, peri-articular, or muscular 
conditions. The author deals chiefly with the 
changes in the quadriceps, calling attention to the 
pathologic changes taking place in this muscle in 
compound fracture with sepsis, i.e., sinus formation, 
loss of function, and a fibrosis. which causes shorten- 
ing and loss of contractility and extensibility. 
Not only is the muscle substance shortened and 
replaced by scar, but changes in the lymph in the 
capillaries surrounding the individual muscle fibers 
aid in the prevention of normal function. 

In the treatment, perimuscular, peri-articular, and 
intramuscular adhesions and contracted and im- 
perfectly functioning muscle cells are to be dealt 
with. The principle cause of loss of motion, how- 
ever, is to be found in the quadriceps. The author 
advises: (1) prophylactic measures such as chemical 
sterilization, removal of all sequestra, and, when 
possible, early secondary closure of wounds; (2) 


the destruction of scar tissue binding the muscle 


to the bone and of all intramuscular and _peri- 
articular adhesions; and (3) the restoration of nor- 
mal functions of contractility and extensibility 
= stimulation of the growth of young muscle 
cells. 

The Bristow faradic coil loosens intramuscular 
and peri-articular adhesions and improves muscle 
tone. If the fracture is united and the patient out 
of a Thomas splint, a small sand-bag may be placed 


’ beneath the knee as he lies in bed with the heel 


off the bed. The weight of the leg is then sufficient 
to begin flexion. Following this, the knee should be 
further flexed under gas in order that the remaining 
intramuscular and peri-articular adhesions may be 
broken down. Massage and graduated contrac- 
tion should then be continued for three days or until 
effusion has ceased, when passive motion should be 

. When the patient is able to bear his 
weight and the fracture is firmly united, knee- 
bending exercises are advised and passive motion 
while he is lying face downward on a table. 

W. G. MrveErDING. 
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Chutro, P.: Infected Wounds of the Ankle. J. 
Orthop. Surg., 1919, i, 521. 

Discarding the Willems’ treatment for lesions of 
the ankle when the arthritis is accompanied by a 
fracture, Chutro advocates the operation of astra- 
galectomy in war fractures of the astragalus because 
of the existing deformity which disables the joint 
movement and the retention of pus due to the 
partitioning of the synovia. 

Failure to secure suitable drainage following this 
operation, however, has occurred often, and with it 

ere have been other unfavorable phenomena, such 
as chronic cedema with immobile and contracted 
toes, exuberant bleeding granulations, and complete 
disability. The — explanation is poor im- 
mobilization of the foot after the operation. The 
foot is at a right angle but it was dislocated forward 
instead of backward and this brought about dis- 
appearance of the retromalleolar space allowing 
approximation of the tendo achillis to the bones of 
the leg, a doriflexion contracture of the toes, a 
plantar flexion of the forefoot with a consequent 
and later equinus, a circulatory embarrassment of 
the nerves and vessels due to the disappearance of 
the retromalleolar space, and a change in the posi- 
tion of the foot allowing the os calcis to fall from an 
elevation of about 17 degrees down to the horizontal. 
Such lesions may be aggravated by lateral displace- 
ments. The deformity may become fixed and ve 
difficult to correct. Often amputation is indicated. 

To obviate these end-results, Chutro describes 
how he fixes the foot with bronze wire. The in- 
cision is begun above the external malleolus, brought 
down along the anterior aspect to the line of the 
joint, then made transverse to the prominent tibialis 
tendon, and finally brought down 2 or 3 centimeters. 
The wounds of entrance and exit are thoroughly 
cleaned out, the astragalus is removed, and the foot 
is fixed as follows: a bronze wire is passed 
through the skin and soft parts of the inferior lip of 
the wound near the superior a margin of 
the cuboid and then — back across the anterior 
border of the malleolus to produce a backward dis- 
location of the foot. 

The advantages of this fixation are that the cuboid 
is brought close to the external malleolus, the tarsus 
is projected backward, the anterior portion of the 
os calcis is kept above the horizontal plane, and 


the retromalleolar a are deepened. In ‘this. 


manner the tendo achillis is kept taut and does not 
compress the vessels. 

The foot is immobilized completely at a right 
angle, the dressings are renewed at long intervals, 
and the bronze wire is removed about the fifth 
week. Walking may be begun about the fourth or 
fifth week. R. G. Packarp. 


Epstein, S.: On Focal Infection as a Cause of Pain- 
ful Heel. Med. Rec., 1919, xcvi, 187. 


- The author discusses three types of cases of 
inful heel, those due secondarily to tonsillar in- 
ection, oral infection, and gonorrhoea. 


A young man, aged 23, with negative venereal 
history, developed sudden severe sey redness, and 
swelling of the right ankle and heel following an 
attack of tonsillitis four days before. A week 
later the left heel became tender and painful, and 
the excruciating tenderness of both heels prevented 
walking for eleven months. The feet were manipu- 
lated twice under anesthesia but this and the wear- 
ing of arches afforded no relief. 

The author found marked tenderness along the 
inferior and outer surfaces of the os calcis which on 
X-ray examination proved to be due to marked 
thickening of the periosteum, especially along the 
under surface. This thickened periosteum was’ 
curetted through a mid-heel incision and sixteen 
days later the patient went to work free from all 
mes In another case, tonsillectomy was followed 

y a very rapid and permanent cure. 

As the tonsil is a clearing house for mouth infec- 
tions and tonsillar attacks are often due to dental 
infections, arthritic conditions are not benefited 
until all foci are eradicated. Results after teeth 
extraction are more striking than those following 
root amputation. In chronic cases with bony de- 
posits about the joints improvement is slow. Re- 
sults are very striking in young subjects, especially 
when the symptoms are polyarticular or muscular. 

The third case reported was that of a physician, 
49 years old, who was ill in bed for ten weeks with 
osteo-arthritis of both metatarsophalangeal joints 
of the great toe following an attack of grippe with 
tonsillitis. The pain was excruciating and his 
temperature reached 102 degrees. Following the 
extraction of an infected last molar tooth and the 
application of plaster casts to the feet relief from 
pain followed quickly. The patient resumed active 
practice in three months. 

The gonorrhoeal heel was found to occur in 
patients under 4o years of age. In this condition 
the X-ray is indispensable. The spur is really a 
hypertrophic periostitis. The heels should be 
curetted only when an extremely tender point or 
an exostosis is demonstrable. J. J; KurLanper. 


FRACTURES AND DISLOCATIONS 


Speed, K.: Elementary and Applied Physics of 
Bone. Surg. Clin. Chicago, 1919, iii, 1007. 

A physical analysis of fractures leads to a better 
understanding of their pathology and to better 
treatment. Bone is not inert and rigid but a tough, 
elastic, living, and growing tissue. The physical 
laws of stress and strain must be applied to it. 

The calcaneum crushes or cracks only under 
great force. A study of its architecture reveals an 
extremely thin shell of compact tissue and two truss 
systems in the cancellous bone. The system resist- 
ing compression force converges toward the center 
of the bone, while that resisting the plantar and 
calf pull arches in the long axis of the bone. It 
is the spongy bone that resists applied forces,. 

Sixty per cent of the total weight of adult bone 
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Fig. 1. An example of compression force applied to a 
long bone. The plane of separation starts at a and the 
bone yields first from the tensile force opposite the point 
of compression, giving a more or less transverse fracture 
with breaking-out of the fragments. 


a b c 
Fig. 2. a, A bony cylinder subjected to torsional vio- 


elence. The lower end represents the foot portion twisted 


outward in the direction of the arrow, as in an outward 
slipping of the foot. The upper arrow indicates the re- 
straining force and fixed knee. b, The tendency of tubular 
bone to unrol]l in response to torsional violence. The two 
points of beginning separation usually lie on the same 
surface, one directly above the other and connected by a 
plane of spiral separation of varying angles. c, Complete 
separation of bone tubular shaft which occurs experi- 
mentally when torsional violence is applied. 


is due to calcium phosphate, carbonate, and fluoride 
with some magnesium phosphate. It is these salts 
that make the hardness and rigidity of bone. In 
health, calcium equilibrium is maintained in the 
bones. This is disturbed by disease and trauma. 
Information regarding the relative salt content may 
be obtained by roentgen-ray study. 

Wolff’s law is as follows: ‘The structure of bone 
is determined by the internal reaction of the indivi- 


Fig. 3. Left: An example of an oblique fracture from 
a slow moving force with the broken-out fragment on the 
side of the shaft exposed to the tensile force which tears 
apart the bone fragments. Right: Tracing of a spiral 
fracture of the femur illustrating the mechanism of spiral 
separation. Note how nearly it conforms to the diagram- 
matic figures. 


dual bone to the body weight and to the stress and 
strain of muscular activity.” Thus we see a large 
firm mass of involucrum about a weaker seques- 
trum; attempts to straighten angular deform- 
ities in shaft fractures by building in the con- 
cavity and removing the convexity; and the atrophy 
of disuse. 

Forces transmitted or applied to bones are com- 
pressive or tensile, with the elements of torsion, 
flexion, and shearing force added. The analysis 
of an acting force is not always simple because the 
real factor in the break may be secondary vibra- 
tions of rapidly alternating forces. 

The principal forces which fracture long bones are 
either compression or torsion strains. 

A force acting against the axis of a long bone 
produces a corresponding point of maximum tensile 
force on the shaft opposite its point of action. 

From a lesser degree of the latter force there are 
multiple fracture planes which result in a tearing- 
out of fragments. 

A compression force rarely acts with sufficient 
strength and rapidity to shear the bone transversely. 
Moreover, it rarely acts at a right angle to the axis 
of the bone. As usually one of the fissures due to 
the tensile force becomes the main plane of separa- 
tion, a true oblique fracture results. 

Torsion fractures are not true oblique fractures 
because the fracture line is spiral and the sharp 
points of the fragments are on the same surface of 
the bone while in oblique fractures they are on 
opposite sides. 


x 
Z 
Z 
ZB 
. 
. 
F 


GENERAL SURGERY —SURGERY OF THE EXTREMITIES 19. 


Torsion forces cause a separation in a direction 
opposite the applied force and tending toward a 
longitudinal unrolling. However, as no force acts 
alone, flexion enters as a factor here to contribute 
a longitudinal plane of fracture between the initial 
points of separation. 

Torsion fractures of the leg are usually due to 
violent twisting of the foot outward with the trunk 
the fixed portion, but the foot may be fixed and the 
force come through the trunk. K. L. VEHE. 


Thomas, T. T.: The Correction of Deformity in 
Fractures with a New Conception of the 
Mechanism of Fractures of the Upper Ex- 
tremity. Ann. Surg., 1919, Ixx, 359. 


The author discusses the mechanism producing 
deformities in fractures, especially those of the upper 
extremities, from the viewpoint of the force caus- 
ing the fracture rather than the pull of the muscles 
following the fracture. 

After a general discussion the conclusions drawn 
are as follows: 

1. The X-ray is not being used sufficiently fre- 
quently to determine the results of efforts at reduc- 
tion of fracture deformity. 

2. Sufficient use of it for this purpose would 
probably demonstrate the fact that reduction of the 
overlapping of fragments in fractures of the shafts 
of the long bones without operation is rarely ac- 
complished. The contraction of the surrounding 
muscles caused by the irritation of the fragments 
never relaxes until the muscle is permanently short- 
ened by organization of the traumatic exudate 
which always infiltrates these muscles about the 
fracture. Probably no known method of extension 
can effectively overcome this contraction. 

3. Most fractures and dislocations of the upper 
extremity are probably due to falls on the hand. A 
dislocation is merely a fracture of the skeleton at a 
joint with displacement of the fragments. 

4. In a fall the upper extremity is interposed, 
palm down and elbow rigidly extended, to break 
the force of the fall; therefore, the mechanism by 
which the force is applied to it is essentially the 
same in all falls. 

5. The common and typical displacement in 
fractures and dislocations of the upper extremity 
can be more effectively explained by a fracturing 
force such as that described rather than by the 
theory of the pull of certain special muscles. Thus 
the upward and backward displacement of the lower 
fragment in a Colles fracture, now universally 
admitted to be due to a fall on the hand, is essen- 
tially the same as that found in the common posterior 
dislocation of the elbow and supracondylar fracture 
of the humerus. There is as much evidence for 
ascribing these to a fall on the hands as the Colles 
fracture. 

6. The typical displacement in fracture of the 
surgical neck of the humerus, dislocations of the 
shou'der and acromioclavicular joints, and fracture 
of the clavicle (when the humerus is placed in the 


same plane as the clavicle), is a downward, inward, 

and forward displacement of the outer fragment and 

an upward displacement of the inner fragment. If 

hyperabduction at the shoulder is admitted to be 

the cause of the shoulder dislocation, why should it ' 
not be held responsible for the other three breaks in 

the skeleton in this region? The hyperabduction is 
due most frequently to falls on the hand, so that 
here as elsewhere in the upper extremity, the great 
underlying cause of fractures and dislocation is a 
fall on the hand. P. M. CuHase. 


Jean, G.: Carpal Dislocations (Les dislocations du 
carpe). Arch. de méd. et pharm. nav., 1919, cviii, 24. 


Dislocation of a carpal is rare. The usual cause 
is a fall upon the hand when it is in extension. The 
type most frequently observed is fracture of the 
scaphoid with luxation of the os magnum behind 
and of the semilunar in front. There is but a fragile 
capsule uniting,these two bones and if the trauma- 
tism continues to increase the extension, the head 
of the os magnum is easily pushed behind the semi- 
lunar and a backward luxation results. With a little 
more pressure the head of the os magnum acts as a 
lever, enucleates the semilunar from its place in the 
first range, and pushes it forward. A fracture of the 
scaphoid almost always accompanies these luxa- 
tions. The wrist region is diffusely swollen and the 
fingers semiflexed. The oedema is seen to be antero-. 
posterior and on palpation the carpal bed is found 
filled by a hard, painful mass, the semilunar. The 
head of the os magnum sometimes makes a salient 
in the vicinity of the extensor tendon of the medius 
and above the empty bed of the displaced semilunar. 
Diagnosis can: usually be verified by radiographs. 

The prognosis is serious if the injury is not prop- 
erly and promptly treated. Severe articular 
lesions, painful ankylosis of the wrist, and permanent 
flexion of the fingers may result. The treatment is 
reduction under an anesthetic. If this is not prac- 
ticable the semilunar must be extirpated. An 
incision is made along the internal edge of the tendon 
of the great palmar. After section of the interior 
annular ligament and displacement of the flexor 
tendons the semilunar may be freed and extirpated. 
If the upper fragment of the scaphoid is adherent 
to the semilunar, it also should be removed. The 
use of a plaster cast is not advisable; from the first 
day after operation active movements of the wrist 
and fingers should be instituted. 

The author gives short histories of three cases, 
two of frontward semilunar luxation, backward luxa- 
tion of the os magnum and fracture of the scaphoid, 
and one case of semilunar and radial luxation with 
fracture of the neck of the scaphoid. 

W. A. BRENNAN. 


Peet, M. M.: Fracture of the Acetabulum with 
Intrapelvic Displacement of the Femoral Head. 
Ann. Surg., 1919, 1xx, 296. 

Peet gives a brief résumé of the literature of this 
rare condition, following it with a report of a case of 
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his own and a discussion of the mechanism of acetab- 
ular fracture, its signs and symptoms, the differen- 
tial diagnosis, the prognosis, and the treatment. 

Fracture of the acetabulum with central disloca- 
tion of the femoral head has a high mortality and is 
fortunately rare. Depression of the trochanter and 
rectal palpation of the femoral head are important 
diagnostic signs, but every case should be X-rayed. 
The complications, which are frequent and severe 
in nature, demand immediate recognition and treat- 
ment. The successful repair of the fracture dis- 
location depends much on its early diagnosis. 
Reduction by manipulation is recommended. Open 
operation is necessary only in the exceptional case 
or for the treatment of complications. Resection of 
the femoral head is unnecessary. When the dis- 
location is irreducible, manipulation under general 
narcosis has yielded excellent results in freedom of 
motion and ability to use the leg. 

E. C. RoBitsHEK. 


Phemister, D. B.: Reparative Surgery of War 
Wounds of Bone as Illustrated by Fractures of 
the Femur. Surg. Clin. Chicago, 1919, iii, 807. 

In cases of fractures among the soldiers sent 
back from overseas, the problem presented is largely 
that of chronic infection, long-standing mal- 
position, and partial or complete interruption of 
continuity resulting from loss of bone substance. The 
most important of these is persistent infection which 
follows the acute infection occurring at the time 
of injury and leads to a variable amount of dead 
bone and an alteration in the callus. 

The fractures are usually comminuted and necro- 
sis of the splinters is common, especially when they 
are completely detached. Loss of vitality is apt to 
occur in the ends of the fragments, especially when 
they are pointed, and also along the margins of 
oblique fracture lines. Destructive changes lead 
to the formation of a variable number of sequestra. 
The pieces of dead bone lie in pockets surrounded 
by masses of exuding granulations which exert a more 
* or less abortive action upon them. If the dead bone 
is pocketed where the granulations have a better 
chance for attack, the absorption may be consider- 
able and continued irregular reduction in size will 
occur. If it lies in larger open spaces, however, and is 
continually bathed in the pus of discharging deeper 
portions, destruction may be very slight. 

The new bone bridging the fracture is irregular in 
‘its distribution according to the location of the 
dead bone. The dead fragments may be gradually 
broken up, extruded, or absorbed, in which event 
the sinuses with rigid walls usually remain and are 
filled with granulation tissue which contains bacteria 
and is not converted into scar tissue. Thus the 
sinus remains open. The cavity may be very irreg- 
ular, with several arms or openings. In the medul- 
lary region tunnel formation is very common. 

Rational therapy is based on the recognition of 
the presence of dead bone and its removal and the 
effacement of abscess cavities, pockets, and tunnels. 


This effacement is brought about by the removal of 
a sufficient amount of the surrounding new or old 
bone to allow the soft parts to fall into the space 
and fill it. The incision or incisions are so placed 
that periosteum and soft parts are removed as 
nearly as possible only from the bone which is to 
be excised. This prevents unnecessary denuda- 
tion of bone to be left which would lead to its 
infection and death. The work may be done in a 
single or two-stage operation. depending on the 
strength of the callus and whether removal of dead 
bone and effacement of cavities will weaken it too 
much. When the bone has been much weakened, 
—— or a cast is essential. Radical operation 
should never be attempted in the presence of an 
acute exacerbation. The wound in the soft parts is 
usually left open and loosely packed with gauze. As 
a rule even partial closure is unsafe. Carrel-Dakin 
technique is used as a routine measure. Eight 
illustrative case histories are given. I. W. Baca. 


Driberg, J.: Methods of Treatment of Fractures of 
the Femur. Lancet, 1919, cxcvii, 311. 


The author classifies the methods of treating 
fractures of the femur into two main groups, surgical 
and mechanical. 

Compound fractures require surgical treatment. 
This should consist of excision followed by 
packing with flavine or another antiseptic which is 
left in place for three days. The wound should then 
be sutured and a rubber drain inserted for from 
twenty-four to forty-eight hours. The same meas- 
ures are advised also in civil practice when there is 
gross infection. Hzmorrhage of secondary nature, 
which is now more uncommon than formerly, is 
treated by ligation and if necessary transfusion of 
normal gum saline solution. In all cases of wound 
soiling 1,500 units of antitetanus serum are given, 
followed in eight days by % grain doses of morphia 
every four hours. When tetanus has developed, 
from 10,000 to t2,000 units of antitetanus serum 
should be given intramuscularly. 

Mechanical treatment requires an overhead frame 
to allow suspension. For all fractures of the femur 
the author believes the Thomas splint is adequate. 
In some cases adhesive plaster, Sinclair’s glue, or 
mastisol is used. Driberg discusses also various 
traction apparatus, calipers, steel pins, screws, and 
Schutro’s stirrup. The calipers are best unless 
contra-indicated as they allow earlier union, joint 
movements, and massage, and provide traction. 

The various fractures of the upper, middle, and 
lower one-third of the femur are discussed with 
special reference to the method of treatment by 
means of the Thomas splint and the knee-flexion 
splint. Emphasis is laid upon the importance of 
daily observation and the value of radiographs 
taken at intervals of from two to three weeks. Mas- 
sage of the limb and passive motion of the knee- 
joint during the first three weeks are recommended. 
a should be done by the medical attendant 
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Radiographs and palpation are of importance in 
determining the length of time the leg should be 
kept in the splint. Usually the author gets the 
patient up with “walking calipers.” These consist 
of a Thomas knee-splint with the lower end cut off 
and the loose points turned in and fitted into a hole 
drilled through the heel of the boot. At the end of 
six months of walking with the caliper boots they 
may be discarded as the X-ray will show the pres- 
ence of a firm, hard callus. 

In the discussion of complications are included 
mal-union, delayed union (up to twelve months), 
and non-union (after twelve months), tetanus, nerve 
lesions, neuralgic pains, and stiffness. 

In conclusion it is stated that by the methods 
described a perfect result can be obtained in the 
vast majority of cases. However, a fracture of the 
femur requires constant care and attention to detail. 
The adjustment of the slings, the maintenance of 
extension, the movements of the knee-joint, the 
correct suspension with slight eversion of the limb, 
the prevention of foot-drop, the use of massage, and 
the upkeep of the general health and nutrition, each 
plays its part in the attainment of perfection, and 
if anyone of these factors is neglected the result is 
apt to be disappointing. H. W. Meyerpinc. 


SURGERY OF THE BONES, JOINTS, ETC. 


F. D.: Surgical Treatment to Prevent 
d Minimize Permanent Disabilities. Boston 

a 1. & S.J., 1919, clxxxi, 364. 

Permanent disabilities may be prevented and 
minimized by proper surgery. 

Cases should not be sent to institutions not 
properly equipped to render the correct diagnosis 
and treatment, nor to the unqualified surgeon. The 
two great causes of deformity of the hand are sepsis 
and fracture. A great many cases of sepsis occur 
as a result of placing too many sutures too tightly 
in a small skin wound. Nearly all skin wounds due 
to industrial accidents may be treated by the care- 
ful application of perforated adhesive plaster with 
a sterile dressing and, most important, a splint. 
These cases do better with a dry dressing, probably 
because long-continued soaking renders the sub- 
cuticular tissues a good culture medium for bacteria. 

A poorly reduced, an unrecognized, or a slipped 
fracture of a metacarpal bone will cause a greater 
period of disability than a poorly treated Colles 


fracture. The average period of disability from an_ 


impacted Colles fracture is about eight weeks. The 
metacarpal bones are in close relation to seven 
tendons each; also to the lumbricales and interossei 
muscles. Therefore i injury to the metacarpals inter- 
feres to a great degree with the function of the hand 
and fingers, producing chronic pain and disability. 
In many cases fracture of the metacarpals may be 
the beginning of a crippled hand. Compound frac- 
ture of the fingers or simple fractures in poor posi- 
tion may cause long-continued disability and even- 
tually require amputation. 


Removal of the smaller fragments by a careful 
dissection gives a much better working hand than any 
other method of treatment. A man with a thumb, 
an index finger, and a little finger can get along 
almost as well as one who has all his fingers. Ten- 
dons that have sloughed may be replaced with facia 
lata grafts. Not every surgeon is 4 to operate 
on the hand. J. J. KuRvANDER. 


Bloch, L.: Non-Union of Fractures. Am. J. Surg., 
IQIQ, XXXIll, 

After complete reduction of a recent fracture the 
process of repair is as follows: (1) the formation of 
a provisional callus; (2) the invasion of osteoblasts; 
( 3) calcareous deposits formed around the osteo- 
blasts; and (4) the absorption of functionless 
osseous formations. Interference with this physio- 
logical process results in non-union. Other factors 
causing non-union are defective reduction of the 
fragments; too much motion; interposition of 

riosteum, muscle, fascia, or a fragment of detached 

ne; interference with the blood supply due to 
vascular injury or too tight bandaging; disturbance 
of the nerve supply; fixation of the bone by foreign 
bodies; tuberculosis and syphilis and other infec- 
tious and debilitating constitutional disorders. 

Non-union may be the result also of delayed 
union. In such cases union may be brought about 
by the stimulation of motion. In some instances a 
fibrous band may be found uniting the fragments. 
In fibrous union and pseudarthrosis, other types of 
non-union, open operation is the best procedure. 
In pseudarthrosis driving a live bone graft with 
periosteum into the medullary canal is the best 
means of stimulating osseous repair, whereas in 
fibrous union the defect should be bridged with a 
live bone transplant. 

Three case histories are given. I. W. Bacu. 


Cotton, F. J.: The Treatment of Infected Bone 
Wounds. Boston M. & S.J., 1919, clxxxi, 379. 


Cotton reports the work done in reconstruction 
hospitals in the treatment of septic bone cases ; first, 
because it has been good; second, because it is so 
eminently the contribution of military surgery in a 
field in which our civil practice has signally failed 
in the past; and third, because there is danger that 
the successful methods evolved may not be applied 
to civil practice, 

Success in the treatment of such cases depends 
upon active antisepsis in infected wounds and re- 
quires a knowledge of the Carrel-Dakin technique, 
expert surgery, common sense, and organized indus- 
try. 

In the cases in which this technique was impracti- 
cable—due most often to the hypersensibility of 
the skin—sterilization with 95 per cent alcohol or car- 
bolic and bone-wax plugging were used. This treat- 
ment has its place when the cavity is well defined and 
can be cleaned to a firm wall and properly sterilized. 

While bone grows more quickly when Dakin solu- 
tion is used, this is a very good method and is 
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usually effective when indicated. The wax is ex- 
truded slowly, leaving the osteoid tissue behind it 
clean. Good judgment and technique are neces- 
sary. 

In cases in which it was impracticable to do a 
secondary closure, the procedure was to use Carrel- 
Dakin for a month until the wound was clean, then 
bismuth paste, and later a paraffin and sesame mix- 
ture to fill the cavity. This method is slow but dur- 
ing the treatment the patients are up and about, 
without pain or sepsis, and require infrequent dress- 
ings. The treatment is a protection against centri- 
petal infection, chilling, and drying. Bone so pro- 
tected, if clean, forms osteoid tissue cleanly and 
fairly rapidly. 

The author believes that routine scientific treat- 
ment, well co-ordinated, brings us to a point at which 
infection in bone can be handled with the precision 
and practical uniformity of results long desired but 
never within our reach before the recent war. 

H. A. McKnicat. 


Soresi, A. L.: A New Method of Treating Osteo- 
myelitis and Bone Necrosis (Un nuovo metodo di 
cura dell’ osteomyielite e necrosi delle ossa). Arch. 
di orlop., 1919, xxxiv, 338. 

Soresi’s method of treating osteomyelitis and bone 
necrosis, which is very simple, consists of making a 
number of small holes in the bone so that it is per- 
forated somewhat like a grater. These perforations 
are made over the entire exposed part of the bone 
from 3 to 4 millimeters apart. Their depth depends 
on the thickness of the necrosed bone or, in the case 
of osteomyelitis, on the thickness of the external 
part of the bone as far as the medulla. In cases of 
nécrosis, trepanation of the bone ought to be done 
without an anaesthetic because if the bone is really 
dead there is no sensibility. In the cranium, of 
course, only the external table is perforated. 

The principle on which Soresi’s method is based 
is that such perforation facilitates the penetration 
of granulations into the holes so that in a short time 
they cover all the exposed part and skin may be 


“grafted from the vicinity. 


Soresi has applied this method successfully in 7 
cases, 4 of necrosis of the tibia, 1 of cranial denuda- 
tion, and 2 of acute osteomyelitis of the femur. 
While he is not yet able to report a definite recovery, 
the necrosed bone in all cases has been resorbed and 
its place has been taken by bone cells of new forma- 
tion. A further and more detailed report of these 
cases will be made later. 

In cases of osteomyelitis trepanation of the bone 
as described facilitates the discharge of pus without 
weakening the bone and accelerates the cure. The 
treatment is not limited to trepanation, however, 
for medication is of the greatest importance. In 
osteomyelitis paraffin drainage (which Soresi de- 
scribed in a previous article) is used as well as other 
methods. In necrosis paraffinated tampons, cold 
packs, boric acid, and other medical agents are em- 
ployed. W. A. BRENNAN. 
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Bennett, G. E.: Pr Report of Lengthening 
of the Quadriceps Tendon. J. Orthop. Surg., 
1919, 1, 530. 

Loss of flexion of the knee-joint following trauma 
or inflammatory lesions of the femur has been seen 
frequently, notably as an end-result of a fracture of 
the lower third of the femur in which there is no 
damage to the joint but adhesions have formed in 
the muscles of the thigh. 

In discussing the anatomy of the quadriceps the 
author quotes Sabotta-McMurrich verbatim. Path- 
ologically, long immobilization with complete flexion 
will cause actual shortening of a tendon and muscle 
which will give permanent disability and resist all 
but operative treatment. This is most commonly 
seen in contracture of the tendo achillis following 
long plantar flexion. In addition, during long fixa- 
tion adhesions may form between the muscles and 
femur or between the muscles themselves. 

On the basis of this hypothesis, the author 
describes and illustrates his operation for lengthen- 
ing the quadriceps. The method used depends 
upon determining the section of the quadriceps 
which is adherent. If the rectus femoris branch is 
at fault, the middle two-third portion of the quadri- 
ceps tendon is separated from the patella and, the 
knee being then forcibly flexed, is re-attached at a 
higher level to the new tendon made by stitching to- 
gether the external and internal vasti. If the two 
vasti are contracted more than the rectus, however, 
they are freed from the patella and from each other, 
the central section of the tendon is severed at the 
point of adhesion above, and the knee is forcibly 
flexed. A longer tendon is thus obtained. Massage, 
stretching, and passive motion only are used for 
four weeks. 

Three cases are cited: osteomyelitis of the femur, 
fracture of the lower femur, and fracture of the 
patella. R. G. Packarp. 


Irwin, S. T.: The Preparation and Fitment of 
Amputations in the Lower Limb. Thesis, 1919. 


Irwin’s paper is an outline of the experience 


gained during eighteen months’ work in the Limb- 


less Department of the U. V. F. Hospital. During 
this period there were 328 admissions; 110 patients 
required further operation to make limb fitting 
possible and of these 44 had re-amputations. 

The paper is divided into three parts as follows: 
(1) general requirements in leg amputations; (2) 
a consideration and comparison of amputations at 
the various levels: (a) in the foot and ankle; (b) 
in the leg; (c) in the region of the knee; (d) in the 
lower part of the thigh; (e) in the region of the hip; 
and (3) a consideration of the variation in capacity 
for work following amputations at the various levels. 

The requirements which are special to amputa- 
tions in the lower limb are: (1) support, (2) stability, 
(3) progression, (4) resemblance to the normal 
configuration. 

Support is best obtained by what is called an 
“end-bearing stump.” Nature’s end-bearing stump 
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is the heel, and therefore the aim of the surgeon 
should always be to obtain a stump which as much 
as possible resembles the heel in form and structure. 
The heel consists of skin, a dense thick layer of fat 
limited by layers of superficial and deep fascia, and 
cancellous bone which is convex in shape and cov- 
ered by a thin layer of compact bone on the surface. 
The stump most resembling it is obtained by the 
Syme amputation. This method takes advantage 
of the actual skin of the heel which is accustomed to 
bear pressure and includes the thick pad of sub- 
cutaneous fat. The bone is formed by the cancellous 
lower ends of the tibia and fibula. These are sawed 
across just above the level of the articular cartilages, 
the edges of the saw cut being nibbled off to make 
the surface convex in shape. Only the thin layer 
of compact bone on the surface is lacking to make 
the resulting stump identical with the ideal stump 
designed by nature. The stump is a complete end- 
bearing stump capable of permanently supporting 
the whole weight of the body , the only requirement 
being a pad between its end and the bearing surface 
of the artificial limb. 

Support can be obtained also by lateral bearing. 
This is used especially in leg amputations when end- 
bearing is incomplete. The most common site for 
lateral bearing is below the knee in amputations of 
the leg made above a Syme amputation. The dis- 
advantages of lateral bearing are fraying, blistering, 
and infection of the skin, pressure sores or bunions 
over projecting bone, and contusion or pressure on 
the nerves or nerve bulbs. 

The surgeon’s aim should be to obtain a complete 
end-bearing and, failing in this, a partial end-bear- 
ing to be supplemented by a lateral bearing or 
ischial bearing. ‘The function of support will 
therefore depend on how far it has been possible 
to make the extremity of the stump capable of 
bearing the weight of the body. 

The second important consideration is stability. 
This depends on the length of the natural limb as 
compared with the artificial portion, and on the 
length of the stump measured from the first joint 
— to the amputation. Stability will always 

better in leg than in thigh amputations, and 
better following a Syme amputation than an am- 
putation through the so-called seat of election. 
Stability presents a difficult problem in short thigh 
amputations, requiring in such cases a laced socket, 
a pelvic band, or even a fixed knee-joint. Critchley 
has provided for this by placing a brake in the 
knee-joint which automatically comes into action 
when any pressure is applied to the toe. 

Progression depends on: (1) the length of the 
natural as compared with the artificial part of the 
limb, and (2) the command which the patient is 
able to exert over the artificial part. The latter is 
largely a question of muscular power and the weight 
of the limb. 

Appearance is of only secondary importance as 
compared with the requirements mentioned. 

In regard to the site of the operation, the author 


bases his remarks on the problems of amputations 
as they present themselves to the surgeon in charge 
of a limb-fitting hospital. 

Amputation of toes: The author believes it is 
always advisable if possible to retain the great toe. 
It is rare that a soldier with a serious injury or am- 
putation of the great toe can be classified in Class A, 
and there is no special fitting which will improve the 
function of a foot so handicapped. 

Amputation in the foot: All amputations thro 
the foot have the disadvantage of shortening the 
anterior limb of the anteroposterior arch. The 
greater the shortening of the limb; the greater the 
interference with the equilibrium of the foot. 

Of the operations through the ankle-joint the 
amputation devised by Syme is perhaps the best. 
The skin of the heel is utilized to take the bearing. 
An ample length of lever gives firm stability, and 
this, with the preservation of the natural knee- 
joint, makes possible an almost perfect if not per- 
fect gait. The only criticism of the method is that 
the artificial ankle is rather bulky. 

Amputation in the leg: Certain points must be 

kept in mind: (1) the longer the lever, other things 
being equal, the better the function; (2) an amputa- 
tion through the so-called ‘‘seat of election” must 
be regarded as the limit of shortness; and (3) the 
skin of the lower third of the leg is apt to undergo 
atrophic changes and therefore is not very suitable 
for covering a stump end—it rarely gives an end- 
bearing stump. In the author’s opinion the level 
of election is the juncture of the middle and lower 
thirds of the leg, and the best method the formation 
of long antero-external and short postero-internal 
flaps. This gives ample leverage and, usually at 
least, a partial end-bearing. 
_ Amputation in the region of the knee: In the 
treatment of old persons with tumor or gangrene 
of the leg the classical operation of disarticulating 
through the joint devised by Stephen Smith has 
some advantages. In healthy young subjects its 
disadvantages are overwhelming. When the patella 
is freely movable and the skin sound, the Stokes- 
Gritti is the operation of choice. According to this 
method the articular surface having been removed 
from the patella, the latter is turned up against 
the sawed surface of the femur. The main ad- 
vantages are: (1) a good end-bearing stump covered 
with skin well suited to take pressure; (2) ample 
leverage for activation of the artificial limb; (3) 
a posterior scar free from pressure; and (4) a knee- 
joint placed almost on the same level as on the 
sound side. The main drawback is the failure to 
obtain bony union between the patella and the 
femur owing to sepsis or muscular action which 
pulls the patella forward and upward. 

Amputations in the lower part of the femoral 
shaft: For amputations in the lower part of the 
femoral shaft there are two forms of operation: 


~(r) the Spence-Sedilot (long, broad anterior and 


short, narrow posterior flaps), and (2) the circular, 
modified circular, or guillotine amputation. ; 
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Amputations in the region of the hip: Amputa- 
tions above the middle of the thigh present great 
difficulties to the limb-maker as well as to the 


' surgeon. Huggins lays down the rule that unless 


from 21% to 3 inches of bone are left below the small 
trochanter, a very unsatisfactory thigh stump 
results. For amputations above the mid-thigh a 
pelvic band is required to maintain stability and to 
prevent rotation of the artificial limb and disloca- 
tion of the limb when the patient sits down. 

In his discussion of the variation in function 
following amputation at different levels of the leg, 
the author states that in general it is found that 
following all amputations it is possible to fit the 
patient with a limb which will allow him to get 
about with at least a fair degree of comfort, but that 
there is a very great variation in the work he is able 
to do. In estimating the capacity for work we must 
consider:, (1) the length of the natural as compared 
with the artificial limb; (2) the specific value of the 
ideal amputation at the particular level; (3) the 
type of prosthesis most suitable for the particular 
stump; and (4) the special conditions which prevail 
in the individual case, that is, how far the particular 
amputation performed falls below the ideal amputa- 
tion at the same level. 

The variations in capacity for work following 
amputations of the leg are illustrated by a drawing. 

G. W. 


David, V. C.: Gunshot Injuries of the Knee-Joint 
in a Base Hospital. Ann. Surg., 1919, xx, 290. 

A group of gunshot injuries of the knee-joint 
treated in Base Hospital No. 13 are considered in 
this paper from the standpoint of the original 
lesion, the type of operation performed at the front, 
and the subsequent complications and their treat- 
ment as related to the function of the joint. Forty- 
nine of the patients were operated upon at the front 
on an average of one and eight-tenths days after the 
injury, and of these, 42 were treated surgically 
within twenty-four hours after the injury. Of the 
whole group, 31 (56 per cent) remained uninfected 


-after operation, and 24 (44 per cent) became in- 


fected. 

In David’s opinion the influence of early operation 
in the prevention of infection is demonstrated by 
the results in 7 cases operated upon later than 
twenty-four hours after injury. Five became 
infected, the average time of operation being eight 
days after injury. 

The article is summarized as follows: 

1. Of the gunshot wounds of the knee coming to a 
base hospital after operation at the front, 56 per 
cent remained uninfected and 44 per cent were 
infected. 

2. Five of the infected cases required amputation 
and there was one death. 

3. Infection of the joint plays the most important 
réle in decreasing its function. 

4. Early operation at the front, thorough excision 
of the wound, removal of foreign bodies and loose 


bone fragments from the joint, and closure of the 


capsule of the point are the most important elements 
in preventing infection of the joint. 

5. Almost 50 per cent of joints with fractures of 
the articular surfaces became infected after opera- 
tion, whereas only 33 per cent of other types of injury 
to the joint became infected. 

6. Of the high explosive fractures of the condyles 
of the femur nearly 60 per cent were uninfected after 
on Fractures of the tibia did not do so 
well, 
7. Joints remaining uninfected after operation 
for fracture of the articular surfaces had normal 
motion; in 70 per cent of the cases there was go per 
cent active motion. 

8. Whenever possible, injured or infected joints 
were actively mobilized after operation, but active 
mobilization is not practicable in all war injuries of 
the joints. 

9. In all of the infected joints which were neces- 
sarily immobilized, only 10 degrees or less of active 
motion was possible two months after the injury. 
Of those actively mobilized immediately after drain- 
age of the joint, 2 had normal motion and the 
remainder better than 20 degrees of active motion 
two months after the injury. _E. C. RosrrsHex. 


Pool, E. H., and Jopson, J. H.: The Treatment of 
Recent Wounds of the Knee-Joint. Ann. Surg., 
1919, Ixx, 266. 

One of the most important lessons which war sur- 
gery has taught us is the amenability to surgical 
treatment of wounds of the large joints. The pessi- 
mistic views which were formerly held in regard to 
these lesions were due to an undervaluation of the 
resistance to contamination and infection which the 
synovial membrane of a joint offers, and fdilure 
to comprehend the proper operative procedures. 
The features which are of importance in the treat- 
ment of battle casualties of other types, early opera- 
tion and complete excision of traumatized and con- 
taminated tissue, are likewise indicated in the treat- 
ment of wounds of the large joints. But, whereas 
in other types of wounds it is often found advisable 
to leave the wound unsutured and to supplement 
the operative treatment by chemical sterilization, 
in the case of a joint primary closure oft he synovial 
membrane is essential to success, and unsutured 
joints with or without postoperative chemical sterili- 
zation have not in general proved satisfactory. 

All wounds of joints by projectiles, except certain 
perforating wounds due to bullets, should be oper- 
ated upon. 

The principles of conservative treatment are: 
complete excision of the track of the projectile 
through the joint; absolute closure of the joint by 
suture; primary or delayed closure of the super- 
ficial parts; and finally, early active motion. 

The incisions must be placed so as to permit not 
only thorough excision of the soft parts, but also 
free access to the foreign body and the involved 
bone. Longitudinal lateral incisions are to be pre- 
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, ferred when practicable and transverse when abso- 
lutely necessary, but division of the patellar tendon 
should rarely be done. After excising all trauma- 
tized soft parts the capsule of the joint should be 
opened and the immediate involved capsule excised, 
but great care should be taken that no traumatiza- 
tion of the synovial membrane occurs. Foreign 
bodies must be removed; also loose fragments of 
bone. The joint should be thoroughly irrigated 
with salt solution and then distended several times 
with ether. The synovial membrane and capsule 
should be closed with fine catgut. When feasible, 
these two layers should be sutured independently. 
a closure of the joint is the invariable rule. 

When a considerable area of condyle or articulat- 
ing surface is partially detached but retains good 
contact with the overlying soft parts, the fragment 
should be left after the track has been followed and 
the fractured surfaces have been cleansed. If an 
attached fragment is to be removed, this should be 
done if possible by the method of Leriche, using his 
modification of the sharp Ollier elevator. Com- 
pound fractures of the patella should be treated by 
removal of the completely separated fragments and 
preservation of large attached fragments which 
should be approximated by suture. Complete re- 
moval of the patella should be avoided since the 
- functional result is poor, 

In extensive involvement of the articular sur- 
faces, an effort should be made to save the joint, but 
when there is such a loss of articular surfaces as to 
preclude obtaining a useful joint, resection should be 
elected as in the knee stability is essential. 

When there is such destruction of soft parts that 
the edges of the capsule cannot be approximated 
and an attempt is to be made to save the joint, the 
defect in the capsule should be completely closed 
with muscle or fascia. In all cases before the joint 
is closed complete hemostasis should be obtained. 

Early active mobilization is the rule. The 
patient should be encouraged and directed to move 
the joint, and if there has been no removal or suture 
of the patella, a splint need not be applied. Early 
use of the joint is essential for early function. 

If the joint becomes distended and infection is 
suspected, it should be aspirated immediately and a 
culture taken. If the patient’s condition, the local 
examination, or the character or culture of the 
aspirated fluid indicates pyogenic infection, lateral 
incisions should be made at once. 

In cases in which there is suppurative arthritis 


of the knee-joint, Willems’ method is recommended. 


The important feature is to drain early. Lateral in- 
cisions well back are best. No drains should be 
used, Splints should be dis; with or arranged 
for 4 without joint fixation. Free mobility 
should be enforced every two hours by active move- 
ments so as to evacuate the joint. 

An analysis of the cases operated upon by the 
authors in Evacuation Hospital No. 1 has confirmed 
them in the opinion that a conservative policy in 
dealing with wounds of the knee-joint caused by 


projectiles is justifiable and strongly indicated, 
whether it be viewed from the standpoint of mortal- 
ity, preservation of the limb, or maintenance of func- 
tion. It has shown them that infection can be 
avoided in the great majority of cases; that even 
when intra-articular infection develops function can 
sometimes be preserved, or if lost, that amputation 
is not inevitable. Finally, it has demonstrated that 
early active motion of the joint offers the best chance 
for an early and complete restoration of function. 
H. A. McKnicxr. 


Whitman, R.: The Loop Operation for Paralytic 
Equinovalgus, with Remarks on the Prin- 
ciples of Operative Treatment of Paralytic 
Deformities of the Foot. J. Orthop. Surg., 1919, 
i, 459. 

The operation described was designed primarily 
for confirmed equinovalgus caused by paralysis of 
the tibialis anticus muscle which is often combined 
with weakness, or paralysis of the posticus as well. 

In such cases all the dorsal tendons were dis- 
placed outward, a displacement that increased their 
effectiveness as abductors. 

The loop operation was designed to rebalance the 
muscular power and to restrain as far as possible 
the secondary tendency toward deformity. The 
direct abducting force was lessened by removing the 
peroneus brevis and tertius. Dorsal flexion was 
aided by transplanting the peroneus brevis and the 
longus hallucis to the inner border of the foot. 
Finally, the dorsal tendons were freed from the 
underlying tissues, displaced to the inner border of 
the foot, and held in this position by passing beneath 
them the tendon of the paralyzed tibialis anticus 
previously cut from its muscular attachment. This 
was then drawn upward and embedded in a groove 
cut in the inner border of the tibia, thus forming a 
loop which resttained the dorsal tendons from out- 
ward displacement and served as a support to hold 
the foot at right angles to the leg and slightly 
adducted. By this operation all the muscles except 
the paroneus longus serve in some degree as 
adductors, and if a free range of dorsal flexion is 
preserved by after-treatment relief is assured. 

In the duthor’s opinion surgical treatment is 
indicated for all paralytic distortions of the foot 
and as soon as the permanence of the paralysis can 
be established. Its purpose is to assure stability 
and thus to displace mechanical support. From 
this standpoint the various operative methods were 
analyzed and the conclusion arrived at that there 
are.two to which all others are subsidiary, i. e., 
tendon transplantation and astragalectomy and 
backward displacement of the foot. 

Tendon transplantation was much overrated in 
the past since it was performed on the theory that 
a transplanted muscle would increase in strength in 
accommodation to its new and more arduous 
function, whereas the contrary is the fact because 
of the unfavorable mechanical conditions to which 
it is subjected. Tendon transplantation cannot sup- 
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ply power; it can only distribute it to better advan- 
tage. Consequently as an independent operation it 
is effective only for lateral distortion of the foot. 
Astragalectomy and backward displacement of 
the foot has by far the wider range. If properly 
performed it prevents lateral deformity and by 
checking dorsal flexion restores the resistance of the 
foot in locomotion. It permits plantar flexion and 
thus the adjustment of an inoffensive shoe to com- 
pensate for the shortened limb which is an inevitable 
consequence of anterior poliomyelitis in childhood. 
With this operation tendon transplantation was com- 
bined when possible, the peronei being transplanted 
to the tendo achillis for calcaneus, and the tibialis 
anticus to the outer border of the foot for varus. 


Fuld, J. E.: The Surgical Treatment of Hallux 
a Its Complications. Am. Med., 1919, 
XXV, 530. 


After a thorough trial of the various operations 
for the relief of bunions, the author found it most 
advisable to transplant the tendon of the abductor 
hallucis from its usual insertion in the plantar surface 
of the base of the first phalanx to the periosteum 
covering the middle of the inner surface of the same 
bone. ‘The steps in the operation are as follows: 

1. Under general anesthesia forcibly move the 
great toe in all directions, stretching the tissues. 

2. Paint the foot and toes with iodine. 

3. Make a curved incision to expose the bony 
Dissect a semicircular flap of skin and 
subcutaneous tissue, free it from the bursa, and turn 
it down over the joint. 

4. Retract the soft parts. Dissect the tendon of 
the abductor hallucis free from its attachment to the 
base of the first phalanx. 

5. Turn the flap including the bursa, capsular 
ligament, and periosteum down, exposing the bony 
deformity. 

6. Chisel the hypertrophied bony projection of 
the head of the metatarsal longitudinally backward. 
7. Irrigate the wound with hot saline solution. 

8. Replace the capsule to cover the raw surface of 


» the bone and fix it with catgut. 


9. Divide the contracted internal lateral liga- 
ments and fascia subcutaneously. 

1o. Transplant the tendon of the abductor hallu- 
cis to the middle of the inner surface of the first 
phalanx and suture it with fine silk or Pagenstecher 
thread to the periosteum. 

11. Close the skin and apply a plaster of Paris 
bandage to hold the toe in a slightly overcorrected 
position for fromseven to ten days. Pattie Lew. 


ORTHOPEDICS IN GENERAL 


Boveri, P.: The So-Called Reflex or Physiopathic 
Paralyses and Contractures (Nuova contributo 
sulla paralisi e contratture cosi dette riflesse o 
fisiopatiche). Riforma med., 1919, XXXV, 502. 


Boveri argues that the contractures generally 
diagnosed as reflex have a true organic origin and 


are due mostly to the presence of foreign bodies. 


He refers to the nerve endings in the muscles and 
tendons—the corpuscles of Golgi—from whence 
originate all centripetal sensory stimuli. It is 
obvious that a foreign body situated in the muscle 
mass or tendon may act as an excitant causing con- 
tracture. 

Mention is made of the case of a soldier who had 
contractures in the right forearm, hand, and fingers 
after having been wounded in the arm by a frag- 
ment of grenade. There was no fracture nor could 
any lesion of the joint or nerve trunk be demon- 
strated. The continued hypertonicity of the biceps 
and anterior brachialis, however, raised the sus- 
picion that a foreign body was acting as an irritant 
and was the cause of the contracture. Radiography 
confirmed this suspicion by disclosing two humeral 
exostoses. These two neoformations acted as 
foreign bodies. The contracture of the forearm and 
fingers was not the result of either simulation or a 
functional disturbance, but was based on the organic 
lesion of the humerus. 

The term “reflex contracture” should be dis- 
carded. Forms of organic nature will be discovered 
very much more frequently when the true cause is 
sought for and found. 

The same may be said of the position of the foot 
in talipes equinus. This is in great part a conse- 
quence of a vicious attitude maintained over a long 
period and due initially to an antalgic position. It 
sometimes happens, however, that wounds in the 
region of the calf of the leg and more especially 
toward the tendo achillis leave cicatrices which 
constrict the fine nerve endings. Such cicatrices 
are equivalent to foreign bodies constituting points 
of permanent irritation, and form the pathogenic 
substratum of contracture. The application of 
corrective apparatus, even if worn for a long time, 
will not cause permanent improvement and when re- 
moved the foot will again resume its previous ab- 
normal position which will be maintained as long as 
the real cause persists. W. A. BRENNAN. 


Merrill, W. J.: Mesial Triprism. J. Orthop. Surg., 
XVI, 434. 

The mesial triprism, a support to be placed be- 
tween the soles of the shoe, consists of three prisms, 
one running forward, the second running backward 
from the midline, and the third, formed by the first 
and second, extending from the mesial side outward 
but not beyond the distal head of the fifth meta- 
tarsal. The support may be extended backward to 
any desired point. Its anterior limit is determined 
by putting the shoe on the foot, finding the joint 
lines of the first and fifth metatarsophalangeal 
joints, marking the three points on the sole of the 
shoe, drawing a line between these points, and curv- 
ing the anterior edge of the triprism as indicated. 
The anterior thickness should be made to suit the 
given case. 

This device is made of two layers of leather or one 
of leather and the lower layer of rubber and is held 
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Left: Outline of triprism showing its limit laterally and 
the possible variations of the anterior edge. 1, usual form; 
5, to extend under second, third, and fourth metatarsal 
heads; 4, to form a depression for the ball of the great 
toe. Right, above: Cross-section of triprism at 3 (figure 


in place by a shaft of flexible spring steel. No. 16 
sheet spring steel is recommended, stiff enough to 
hold its desired shape under the necessary weight. 

According to the author this apparatus retains 
the normal arch of the foot as it supports the foot 
on its normal weight-bearing points. He has used 
it with success in the treatment of flattening, 
pronation, and valgus, and torsion of the tarsus as 


at left). 7, upper; 6, welt; 5, inner sole; 4, mesial edge 
skived down to be stitched between soles; 3, cross-section 
of triprism at thickest point; 2, top-sole; 1, channel for 
stitching; M, mesial, and L, lateral sides. Right, below: 
Placing of triprism and the steel shank. 


it does not apply strain to the outer side of the foot 
as do most shifting devices such as arches and 
supports. 

It is not claimed that it is possible to cure foot 
conditions by the use of the mesial triprism alone 
but the support described is recommended as a 
valuable adjunct to the well-known constitutional 
and local therapy. M. H. Hopart. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Sharpe, N.: Operation of Spinal Decompression. 
Am. J. M. Sc., 1919, clviii, 335. 

The value of spinal decompression in obscure 
lesions of the cord or in cases in which the diagnosis 
is doubtful is not fully appreciated. This paper 
discusses the value of exploratory laminectomy in 
such instances and of spinal decompression in cer- 
tain selected cases of well-recognized forms of cord 
disease which were formerly not considered amen- 
able to surgical interference. 

In recent fracture of the spinal column with in- 
volvement of the cord an early decompressive 
laminectomy will allow the removal of blood clots and 
will obviate the compressive effect of oedema in and 
about the cord. 

In_many old fractures of the cord which for some 


reason were not operated upon at the time of injury 
a simple exploratory or decompressive laminectomy 
will often give astonishing and brilliant results. 

In certain cases of multiple sclerosis in which the 
signs point to a focusing of the disease process in the 
lower part of the cord remarkable improvement 
often follows simple laminectomy. The author 
cites four cases of this type, two of which showed de- 
finite improvement, one an astonishing degree of 
rattan a and the fourth, no improvement at 


In certain cases of well-developed syringomyelia 
in which the signs point to the presence of a single 
cavity which does not involve the bulb, as in the 
lower cervical or upper dorsal region, and when the 
increasing intensity of the symptoms points to 
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progressive distention of the cavity with fluid 
rather than to a spread of the disease process, the 
author believes it justifiable to operate for drainage 
of the cavity. 

In one case in which there was flaccid atrophic 
— of both arms, a spastic paralysis of the 

, and dissociated sensory disturbance, laminec- 
tomy in the lower cervical region, performed two 
years ago, resulted in such marked improvement that 
the patient is able to walk with a less spastic gait 
and to raise his arms to his head. 

Under the heading of unclassified cases the author 
cites one in which laminectomy gave a brilliant re- 
sult. The patient was a man of 31. In September, 
1917, a small abscess in the left nostril was incised. 
During the following three months abscesses ap- 
peared in succession in the left orbit, the left cheek, 
and the left side of the neck back of the ear. The 
last abscess was not healed until January, 1918, 
at which time the patient complained of pain and 
stiffness of the neck. A diagnosis of cervical Pott’s 
disease was made and the head and neck were im- 
mobilized by a stiff brace which was worn for six 
months. In June, 1918, a numbness was noticed in 
the right hand and weakness of the left arm and 
hand. In one month this had progressed to a left 
hemiplegia (face not involved), with sensory dis- 
turbances over the right half of the body, excluding 
the face. The condition was then diagnosed as 
luetic bone disease of the cervical vertebrae, though 
two blood Wassermanns at this time were negative. 
Later two blood Wassermanns and one on the spinal 
fluid were negative. In January, 1919, complaint 
was made of beginning weakness of the right hand 
and arm. The signs pointed to a lesion of unknown 
character at the level of the third and fourth cer- 
vical segments. Examination of the pharynx dis- 
closed a small sinus running downward toward the 
body of the third cervical vertebra. 

Laminectomy was performed January 29, 1919. 
The dura was tense and deeply indented on the left 
side at the level of the third vertebra by a small pro- 
jection of bone (exostosis) into the canal. This 


_ was removed and the dura rounded out. The dura 


was reclosed and the wound closed with one drain. 
The head and neck were immobilized with a molded 
plaster of Paris splint. 

Eight days after operation the patient was able 
to move the left foot and left fingers more freely than 
for six months. Three weeks after operation he 
could flex and extend the fingers of the left hand 
separately and put his hand on the top of his head. 
He was able also to walk with less difficulty. Four 
months after operation he walked well without a 
cane and at the time the article was written was 
steadily improving. 

The most probable diagnosis was osteitis of the 
second and third cervical vertebre, with inflamma- 
tory reaction in the cord meninges and retention of 
fluid, or thrombosis or pressure obstruction of the 
spinal vessels of the left side of the cord at the level 
of the second and third vertebra. 


The technique of laminectomy consists in making 
a vertical incision in the median line over the 
spinous processes, incising the muscles on both sides 
close to the spinous processes, and packing the 
incisions with hot gauze. The lamine are then 
freed of muscles with a broad-blade periosteal 
elevator, and a large self-retaining retractor is 
inserted. By this method venous bleeding is 
effectually checked and the operative field is kept 
comparatively dry. The ligaments of the spinous 
processes are then divided and the processes re- 
moved with large special rongeurs. The lamine are 
rongeured away, the spinal canal being opened and 
the dura exposed. This portion of the operation 
should be performed as rapidly as possible. The 
spinal canal is then explored by means of a probe 
or grooved director on all sides, both above and 
below the operative field. If a removable lesion 
is found, such as a tumor or blood clot, the dura may 
be reclosed. If the operation is a decompression for 
a known lesion, the dura is left open. The wound is 
closed in layers with chromic gut, care being used 
to approximate the muscle layers well and not to 
leave any dead spaces. A single rubber-tissue drain 
running to the depths of the wound is inserted. 
This is removed in from twenty-four to forty-eight 
hours. A molded plaster of Paris splint will give 
support to the spinal column and increase the pa- 
tient ’s comfort. G. W. 


Pfahler, G. E.: The Treatment of Metastatic 
Carcinoma of the Spine by Deep Roentgen- 
therapy; with Report of Four Cases and Re- 
marks on the Pre-Operative Treatment of 
Carcinoma. Surg., Gynec. & Obst., 1919, xxix, 236. 


As a result of the study of the four cases described 
in this article, the author draws the following con- 
clusions: 

1. When applied properly and in sufficient quan- 
tity upon deep-seated cancer tissue, the roentgen 
rays may be expected to destroy the cancer cells. 
These cells are replaced by healthy scar tissue or 
fibrous tissues, and when located in bone, by bone 
sclerosis. 

2. As a result of the healing process, the patient’s 
life is prolonged and he is made comfortable. 

3. A complete, permanent recovery cannot be 
expected for ultimately the disease is apt to form 
metastases, particularly in the areas which have not 
been treated. 

4. It is very probable that in cases of metastatic 
carcinomata of the spine without other evidence of 
metastatic involvement the patient’s natural resist- 
ance is unusually great as in many, if not most, cases 
death results from visceral involvement before there 
is time for symptomatic disease to develop in the 


spine. 

4, On the basis of the clinical and microscopic 
proof of the destructive action of the roentgen rays 
on malignant tissue, which is followed by healing, 
and the experimental proof of a decrease in the ma- 
lignancy and power of inoculation of cancer tissue 
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which has been exposed to these rays, the use of 
deep roentgentherapy is to be strongly recommended 
both as ante-operative treatment to be followed 
immediately by operation and as postoperative 
treatment given after the proper interval, i.e., four 
weeks after the ante-operative treatment. 

E. C. RoBITSHEK. 


Richard, A. J.: Pain in the Lumbosacral Region 
Associated with Congenital Malformation of 
the Transverse Processes of the Fifth Lumbar 
Vertebra. Am. J. Roentgenol., 1919, vi, 434- 


Anomalies in structure of the bones of the lumbo- 
sacral region, particularly of the transverse processes 
of the fifth lumbar vertebra, are not uncommon in 
patients complaining of orthopedic back conditions. 
The author, a roentgenologist, classifies such anom- 
alies into four groups. In the first group one or both 
transverse processes are longer and larger than 
normal and may or may not be in contact with the 
sacrum and iliac bones. In the second group the 
process or processes are markedly larger than normal 
and have taken an upwardly oblique direction from 
the sacrum and iliac bones, leaving very little space 
between them. The third group show a downward 
turn of the large process overshadowing the ilium 
and sacrum which sometimes forms a bursa. In 
the fourth group there is a joint formation between 
this enlarged process and the sacrum, as a rule on 
one side only. 

The patients are usually males, can give no history 
of trauma, and rarely admit any pain prior to their 
twenty-fifth year, probably because ossification is 
not complete before that time. The pain is evidently 
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Morton, C. A.: The Operative Findings in Thirty 
Cases of Gunshot Injury of Nerves, with Re- 
marks on Diagnosis, Localization, and the 
Technique of Operation. Bristol M.-Chir. J., 
1919, XXXVi, 55. 


After complete division of a nerve the ends either 
lie wide apart with usually a bulbous enlargement at 
the proximal end, or are bridged by tissue the char- 
acter of which may be difficult to determine. Dis- 
section of the fasciculi and the use of the faradic 
current may aid in deciding upon the presence of a 
nerve in the band of scar tissue. When there is 
marked thickening of the nerve, resection should be 
reserved for those which feel very hard on palpation 
and do not possess faradic conductivity. In the 
presence of a fracture the divided ends may be 
caught between the bones or involved in the dense 
scar tissue. 

In incomplete lesions the nerve is usually bound 
down by scar tissue or flattened from pressure. A 
firm, fusiform or nodular enlargement is often found 
to contain fragments of metal. Some of these cases 
present early the clinical signs of a complete division 


due to compression of the soft tissues, irritation and 


arthritis of normal or abnormal bursz and joints, 
slowly acting ligamental strain, or pressure or ten- 
sion from persistent malposition of the bones of 
different segments of the nerve trunks. 

These anomalies, which seem to facilitate the 
production of slight traumatic displacements with 
consequent sprains, cause spondylolisthesis and 
sometimes scoliosis. Pressure by the process on the 


-ilium causes a direct strain, a stretching of the 


sacro-iliac ligaments of the same side, and subse- 
quent sacro-iliac arthritis of both sides. The author 
proves that such a malformation causes pain by 
direct pressure because when the malformation is 
unilateral and there is pain over both joints, the 
radiated pain is over the hip, buttock, thigh, and leg 
of the same side, probably due to the fifth nerve 
between the enlarged process and the sacrum. 

Scoliosis may frequently result from the asym- 
metry of the lumbar vertebra, the primary curvature 
having its convexity opposite the side of the large 
saeoye Incidentally this primary curvature may 

ve disappeared before corrective treatment is 
undertaken. The malformations of the fifth and 
sometimes of the fourth vertebra are the result of 
their incomplete attempt to participate in the forma- 
tion of the sacrum, the pain being due to the non- 
completion. 

Roentgenological conclusions must not be ar- 
rived at before several plates are made from dif- 
ferent angles. The stereoscope does not help a 
great deal. In cases of spondylolisthesis and back- 
ward tilting of the sacrum the lateral view is most 
important. R. G. Packarp. 
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of the nerve but later improve. Others, which at 
first seem to be partial lesions, are found at operation 
to be complete. We may be misled by the absence 
of anesthesia where it is expected and also by reten- 
tion of power to perform some movements which 
we believe would be lost if there were complete 
division of the nerve. A knowledge of the substitu- 
tion of action of a muscle or group of muscles for a 
paralyzed muscle or group of muscles is therefore 
of importance in the diagnosis of these lesions. 

Operation is indicated in cases of incomplete 
lesions if there is no return of power or sensation 
after a prolonged period of electrical treatment and 
massage. Even when there is extensive paralysis 
and anesthesia a nerve may appear normal at 
operation, and it must not be concluded that in all 
cases a marked feebleness of the group of muscles 
opposing the group paralyzed, even though com- 
bined with anesthesia, indicates a complex gross 
lesion of the nerves. When there are several scars in 
the course of a nerve it may. be difficult to decide 
at which level the nerve has been injured. 

Some gunshot wounds of peripheral nerves are 
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accompanied by severe pain in the distribution of 
the nerve. In a few cases recovery has resulted 
without operation, while in others permanent relief 
has been obtained by the injection of alcohol into 
the nerve. 

Technically, experimental work on the cadaver 
shows that transplantation of the ulnar nerve in 
front of the internal condyle does not increase the 
nerve length, but that merely freeing the nerve 
from its connective-tissue bed behind the condyle 
may allow considerable elongation. The relative 
merits of the different methods of end-to-end suture, 


the advisability of surrounding the line of suture 
with Cargile membrane, fat, or fascia, and the value 
of grafting or attachment to other nerves can be 
decided only by observations of cases made overia 
very prolonged period of time. A 3-inch gap in the 
sciatic nerve may be repaired easily by stretching 
the nerve and flexing the leg on the thigh. In one 
case sensation returned as early as twenty-four 
hours after the median nerve was freed from its bed 
of scar-tissue. 

The author appends a tabulation of the details of 
his series of thirty cases. E. M. MILter. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Jean, 'G.: New Technique for the Treatment of 
Warm Abscesses ager wm nouvelles dans le 
traitement des abcés chauds). Arch. de méd. et 
pharm. nav., 1919, cviii, 81. 


In cases of superficial or deep abscesses the large 
crucial incision is generally employed, but the skin 
is almost always altered and infected and a furrow 
remains due to loss of substance. 

Jean recommends the paralateral incisions for the 
treatment of abscesses which were initiated by 
Chaput. Being made in healthy skin, these heal 
quickly and have the further advantage that at 
least one of them is at the lowest point of the collec- 
tion and facilitates evacuation of the abscess. 

In the case of a supra-aponeurotic abscess or a 
fixation abscess the author makes only a monolateral 
incision, placing it tangentially to the curve limiting 
the lower border of the collected mass to be evacu- 
ated. Puncture alone at the lowest point does not 
give sufficient drainage. After evacuation even a 
very large incision will often heal very rapidly. In 
one case an incision 22 centimeters long was healed 
by the fifth day. 

Paralateral or bilateral incisions are used when it 
is necessary to explore a purulent cavity thoroughly 
or when the cutaneous surface involved is too exten- 
sive to be treated effectively by a monolateral inci- 
sion. Such incisions are therefore usually reserved 
for voluminous subcutaneous abscesses, suppurating 
hygromata, and deep abscesses involving the 
muscles. They are made at the limit of the abscess, 
parallel to the axis of the limb or the trajectory of 
the nerve trunks. One of them at least should reach 
the lowest point of the collected mass when the 
patient is lying down. After they are made, the cuta- 
neous bridge is raised up by separators, the cavity 
is washed out, and diseased tissues are excised. The 
edges of the two incisions are then sutured, a rub- 
ber or filiform drain being inserted at the lowest 
point. 

During eight months Jean performed 110 opera- 
tions of this kind. None of the treatments formerly 


employed, such as counterincisions, filiform drain- 
age, irrigation, etc., has given him as rapid and 
satisfactory results. W. A. BRENNAN. 


Moore, B.: The Increase of Alkalinity of the 
Blood in Shock. Lancet, 1919, cxcvii, 473. 


In primary shock lasting only a few minutes and 
resulting in cerebral anemia and unconsciousness, 
the patient may recover shortly as in an ordinary 
faint. If, however, the condition lasts from twenty 
to thirty minutes, the series of events is different. 
The basic factor is cessation of metabolic activity to 
about one-third the normal rate. The lungs con- 
tinue to function at their normal rate. What is the 
result? An excess of carbon dioxide over that 
produced must be removed in the lungs and the 
blood becomes alkaline. There need not be hyper- 
pnoea. In the main, the condition depends upon the 
relative rates of the circulation and respiration. 

The reason that American physiologists and 
chemists find a decreased alkali in the blood is that 
it is taken up by the tissues or removed by the 
kidneys or both. However, this decreased alkali in 
the blood determined by titration or by the Van 
Slyke method is not an acidosis. It is an alkalosis. 
The alkali in the blood is diminished but its alkalin- 
ity is increased. In shock the blood is not in 
equilibrium with 5 per cent carbon dioxide, but 
with 2 or 3 per cent. The blood of a patient in 
shock while within the body breathes itself into a 
high state of alkalinity. This high state of alkalinity 
reduces the output of the heart to one-fifth normal 
and in perfused isolated hearts stoppage results in a 
few minutes. 

The author, who has done much work on the reac- 
tion of the blood and body tissues, calls attention 
to the erroneous conclusion drawn in the last twenty 
years in regard to this reaction. 

The pioneer workers were Galleotti and Mosso 
who worked on the cause of mountain shock. They 
showed that the cause of mountain shock and sick- 
ness is the denudation of carbon dioxide in the blood 
due to excessive breathing to obtain sufficient 
oxygen. At Mosso’s request, Galleotti attempted 
to estimate the alkalinity of the blood when shock 
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was tending to reappear. He did this by titrating 
to phenolphthalein and found the blood more acid. 
His titrations were correct but his conclusion pro- 
foundly wrong. Similar conclusions have been 
drawn for nearly twenty years since then. They have 
lead physicians to dose patients with sodium bicar- 
bonate to relieve shock and to the use of intravenous 
injections of acid in animals in the attempt to study 
shock. J. L. Bursca. 


Plummer, W. A.: The Blood Picture in Exophthal- 
mic Goiter. Minnesota Med., 19109, ii, 330. 


The author bases his report on the study of the 
blood counts of 578 patients with exophthalmic 


goiter who were examined in the Mayo Clinic dur- — 


ing the years 1912 and 1913. The average count 
from the entire group is as follows: 


Hemoglobin 83.1 per cent 
Erythrocytes 4,790,000 
Leucocytes 6,973.5 
Polymorphonuclears (relative) 58.3 
Polymorphonuclears (absolute) 4,065.5 
Small lymphocytes (relative) 34.8 
Small lymphocytes (absolute) 2,426.7 
Large lymphocytes 4.4 
Transitionals 
Eosinophiles 1.6 
Basophiles 


0.49 

This tabulation shows a relative and absolute 
mononucleosis and a percentage decrease in poly- 
morphonuclear neutrophiles. The hemoglobin is 
below 70 per cent in only 13 cases, the lowest being 
44 per cent. 

In 25 cases having the lowest leucocyte count 
there is an increase of the relative number of lympho- 
cytes, but the absolute count is in the range of nor- 
mal. The cause of the leucopenia appears to be 
a decrease in the total number of polymorpho- 
nuclear neutrophiles. 

In 25 cases with the highest leucocyte count the 
same relationship holds between the lymphocytes 
and the polynuclear cells as in the low leucocyte 
count. The difference is of less degree. 

In grouping the cases from the point of onset of 
clinical symptoms into periods of two months, 
nothing characteristic is noted. There is nothing to 
show that the duration of symptoms bears any re- 
lationship to the degree of lymphocytosis. The 
lymphocyte count bears no relation to the severity 
of symptoms or the percentage of mortality, nor is 
there any relation between it and cardiac dilatation 
in thyroidectomy. The abnormal appetite of 

tients with hyperthyroidism does not alter the 

lood count. It would seem, however, that a rela- 
tive count of small lymphocytes below 20 is of some 
negative value, while a count above 40 is of some 
positive value in the diagnosis of exophthalmic 
goiter. 

The author agrees with Kocher in the assertion 
that anemia of a chlorotic type does not occur in 
these cases. Kocher emphasizes the presence of a 
leucopenia. The results of the author’s counts do 


not show this. The author also noted the mononu- 
cleosis described by Kocher. When a leucopenia 
occurs it takes place at the expense of the neutro- 
philes. J. A. H. Macoon, Jr. 


Pirie, G. R.: A Study of Hyperadrenalism: Its 
Influence in Producing Congenital Pyloric 
Hypertrophy and Subsequent Obstruction. 
Lancet, 1919, cxcvii, 513. 

Congenital hypertrophic stenosis of the pylorus is 
—— most commonly upon the basis of a de- 
velopmental defect but the evidence does not sub- 
stantiate this theory. Hypertrophy may be at- 
tributed to overaction or spasm. 

The purpose of this paper is to suggest that the 
spasm inducing the hypertrophy is due primarily to 
hyperadrenalism before birth, and that postnatal 
factors determine the recurrence or persistence of the 
spasm. A disturbance in the balance of the en- 
docrine organs produces either a relative or absolute 
hyperadrenalism. It is not certain that the hy- 
peradrenalism is congenital, but the evidence seems 
to indicate that this is true. The symptoms first 
appear about the third week. Moreover, the hy- 
pertrophy of the muscle found at operation is such 
that it does not seem probable. that it is totally 
extra-uterine. It apparently requires more time to 
produce hypertrophy by spasm than many have 
supposed. ‘The author concludes that in the cases 
studied the hypertrophy must have existed since 
before birth and that it was produced by a long- 
standing influence. The onset and severity of the 
symptoms are determined, not by the occurrence of 
hypertrophy, but by the degree of the superimposed 
spasm. 

.* view of the work of Vincent, Schafer, Elliott, 
Priestly, and others, it is easy to conceive of a mal- 
adjustment of the balance between the endocrine 
hormones at the time of birth and before birth. 
If a relative or absolute excess in suprarenal se- 
cretion is caused by this disturbance of balance, 
spasm of any non-striated muscle may result. As 
Keith has shown both the pylorus and the medulla 
of the suprarenal to be differentiated at the third 
month, hyperadrenalism would have sufficient 
time to produce hypertrophy by the time the 
symptoms are first noted. 

Schafer’s experiments showed that, in addition 
to pyloric spasm, injection of adrenalin produces 
a spasm at the ileocecal valve and the rectosigmoid 
juncture. Because the recurrence or persistence of 
the spasm is so favored by the anatomical and 
secretory relations of the stomach, duodenum, and 
pylorus, this region is the source of more symptoms 
than other parts of the gastro-intestinal tract. 
The reason we do not see more evidence of the effects 
of antenatal hyperadrenalism after birth is that its 
degree is never constant and symptoms are pro- 
duced only when it is marked. Search for an 
abnormal or unusual appearance of the suprarenal 
gland in patients who have died from stenosis and 
in those in which varying degrees of hypertrophy are 
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found at necropsy has yielded nothing. Though the 
process of involution may be complete, a hyper- 
secretion may have been present before birth. The 
marked changes in the development and involution 
of the gland suggest that a disturbance of balance in 
its secretion might be brought about easily. 

In a case recorded a suprarenal gland one-third 
the size of the kidney was found at the postmortem 
examination of a child who had had congenital 
hypertrophic stenosis. The cesophagus and recto- 
sigmoid were also stenosed as was the urinary meatus. 

The extent of the stenosis shows that the influence 
bringing it about is not local but systemic in action. 
Although the author does not think it justifiable to 
insist that hyperadrenalism is the cause of the 
stenosis because it cannot be proved, he believes that 
the explanation is reasonable. 

Secretory inhibition and phimosis are mentioned 
as the two chief contributory causes of spasm. 
Three cases are cited which were symptomatically 
cured by circumcision. Of a series of 84 cases of 
congenital hypertrophic stenosis only 13 occurred 
in girls and not one of the patients was a Jew. 
It is suggested that a relation may be demonstrable 
between the slow involution of the suprarenal gland 
and phimosis. 

The inhibition of secretions is directly due to the 
obstruction. With an already stenosed orifice, a 
diminished supply of pancreatic secretion is pro- 
duced, and thus a vicious circle is inaugurated. 
After operation ordinary diet must be approached 
gradually as the pancreas regains its function. 
Experimentally hyperadrenalism has been shown to 
be antagonistic to the pancreas, and when both 
hyperadrenalism and pancreatic insufficiency are 
— there is sufficient cause for both the primary 

ypertrophy and the recurrence or persistence of 
the spasm. 

Changes in the gastric mucosa may also be 
sega These in themselves are not of importance, 

ut when associated with congenital hypertrophic 
stenosis, they hasten the formation of the vicious 
circle and the perpetuation of the obstruction. 

Observations and results of treatment seem to 
justify the theory of hyperadrenalism as the cause 
of the spasm inducing the hypertrophy of congenital 
hypertrophic stenosis. O. C. MELson. 


Dublin, L. I.: Mortality Statistics of Cancer among 
Wage Earners: with Observations on the Com- 
parative Incidence of the Disease in the Gen- 
eral Population. J. Cancer Research, 1919, iv, 235. 


Although there have appeared in recent years 
many and important contributions to the mortality 
statistics of cancer, few of these have presented the 
facts in such detail as to show the incidence of this 
condition in the several age periods of life with the 
further distinction of sex and of color or race of the 
population. Such presentation is the merit of the 
data presented herewith. To the author’s knowl- 
edge they are original in the cancer literature and 
should well serve the nation-wide movement for 


the control of this disease. Many discussions which 
have centered around the cancer problem in recent 
years, such as the supposed increase of mortality 
and other questions, can be settled only when the 
detailed facts of mortality for a relatively constant 
population are known for a period of years. The 
present study meets this requirement admirably 
and has the further merit that it reflects conditions 
in a large industrial group among whom cancer takes 
a heavy toll. 

Special efforts were made in the course of the 
inquiry reported to have the basic data as reliable 
as possible. When, as often occurred, physicians 
certifying the causes of death returned statements 
of cancer which were unqualified as to the organ 
or part affected, letters were written asking them to 
specify the type of tumor or cancer and the organs 
or parts first involved by the growth. The effect of 
this correspondence was to increase the precision of 
the statistical results. While the data were not 
refined to the same point of completeness as that 
characterizing the recent investigation of the United 
States Bureau of the Census, the effort was made 
to cover fully the various parts and organs specified 
in the International List of Causes of Death. 

During the six-year period of this investigation, 
37,666 cancer deaths were recorded at a rate of 
70.0 per 100,000 persons exposed. Cancer was the 
sixth cause in order of numerical importance in this 
study. These deaths constituted 5.9 per cent of all 
the deaths in the experience. 

Cancer and other malignant tumors of the stomach 
and liver constituted the largest single group of 
malignant growths, 37.6 per cent of all cancers, a 
rate of 26.3 per 100,000 persons exposed. Cancer 
of the female genital organs was next in importance, 
causing 7,882 deaths, 20.9 per cent of all cancer 
deaths, with a rate of 14.7 per 100,000 persons of both 
sexes. Cancers affecting the peritoneum, intestines, 
and rectum followed with 4,482 deaths, 11.9 per 
cent of all cancers, at a rate of 8.3 per 100,000. These 
death rates, however, varied considerably with age 
and sex. 

Among other phases of the subject investigated 
was that of the possible relation between the inci- 
dence of cancer mortality and the economic status. 
This showed the main facts of an investigation based 
upon the comparative mortality experience of the 
Ordinary, Intermediate, and Industrial Departments 
of the Metropolitan Life Insurance Company dur- 
ing the three years 1914, 1915, and 1916. The lives 
of white persons only were included in the investi- 
gation. The Ordinary Department policy holders 
are drawn from higher economic strata of the popu- 
lation than are the intermediate group. The in- 
dustrial policy-holders form the third class or group 
in order of material circumstance. In order to elimi- 
nate the slight effect of medical selection in the 
ordinary and intermediate groups with respect to 
cancer, the author has considered only the mortality 
in these classes on business in force at least five 
years. 
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As a result of an extended consideration of the 
data developed in the inquiry reported as to the 
possible relation of cancer and the economic condi- 
tion, the following conclusions were drawn: 

1. The current medical opinion that there is a 
strong association between low economic status and 
a low cancer death rate is in all probability un- 
founded. 

2. The cancer mortality rate at the ages at which 
the cancer rate is significant decreases as we go up in 
the economic scale. 

3. This is true for both sexes and by age period 
when sufficient data are available. 

4. This conclusion is not conditioned by the effect 
of varying amounts of medical selection in the three 
groups considered. 

Cancer death rates in the study reported, covering 
six calendar years and relating in all to fifty million 
years of life exposed to risk, show no decisive upward 
or downward tendency for all age classes combined. 
This is true for each color and sex group, but more 
decisively for the group of insured white females for 
whom the highest rates are recorded. The rates 
by color and by sex for the year 1911 are, to be sure, 
slightly lower than the figures for the entire six- 
year period, but this condition may be accidental 
and without significance. Considering all ages 
combined, therefore, there is no evidence presented 
from which an increasing mortality may be pred- 
icated with any certainty. G. E. Beripy. 


Armstrong, G. E., and Oertel, H.: Localization of 
Tumor Metastases. Am. J. M. Sc., 1919, clviii, 
354- 

While the term “ metastasis” as applied to tumors 
is generally held to mean generalization of a growth 
by the formation of secondary deposits scattered 
throughout various tissues and organs of the body 
and not directly connected with each other, this is 
really not an all-embracing definition, for the con- 
ception of metastasis requires not only deposit but 
also subsequent growth of the misplaced tumor cells, 
with replacement of the physiological tissue by the 
tumor. Thus while all kinds of cells, including 
bacteria, may become dislodged from their original 
focus and arrested in different situations, a metas- 
tasis may be spoken of only when this new location 
is involved by disease, for the passive lodgment of 
foreign cells may be, and frequently is, followed by 
their destruction or quiescence. The appearance of 
foreign cells in an organ or tissue is therefore signi- 
ficant as a step toward metastasis, but in itself is 
not proof of it. 

According to the authors, this important point 
has*not received adequate consideration in the re- 
cent experimental work on the artificial production 
of cancer. The fact that on artificial stimulation by 
lipoid solventsiand other irritants, proliferation of 
cells has occurred and that some of these newly- 
formed cells have been disconnected and have 
reached neighboring tissues and even lymph glands 
by means of the lymph stream, is no proof of their 


metastasizing quality or even true tumor character. 
This proof is furnished only when it can be demon- 
strated, not only that these cells are carried by a 
stream and arrested in a tissue, but also that they 
possess the ability to grow into a tumor and replace 
the physiological tissue. 

The same strict interpretation of metastasis must 
be applied to spontaneous tumors. If on micro- 
scopic examination tumor cells are found arrested 
in the capillaries of the lung which they have 
reached by a massive break of a growth into the 
venous system, we are not justified in speaking of a 
metastasis in the lung although it is often done. In 
infections the evidence of the disease is the anat- 
omical lesion. In tumor metastasis the evidence 
is the growth of the tumor tissue into physiological 
tissue and the annihilation of the latter. 

This point is emphasized, not only because of the 
previously stated erroneous interpretation of the 
appearance of arrested, disconnected cells in experi- 
mental cancer production in animals, but because 
investigation into the problems of tumor metastasis 
is rendered impossible by lumping the occurrence 
of tumor emboli with the actual growth of tumor 


‘cells. 


The general assumption that the histological pic- 
ture is an almost absolute expression of the biolog- 
ical character of a growth is untenable for the 
reason that there are many tumors, such as sarco- 
gliomata, congenital melanomata, spindle-cell sarco- 
mata or endotheliomata of the dura mater, epulis, 
many sarcomata and cancers of the ovary, uterus, 
and mediastinum, sarcomata of the fascia, tera- 
tomata and the embryonic growths or remains of the 
gut and the appendix, which may exist for years, 
are often an accidental finding, and, except in rare 
instances, do not exhibit a tendency to infiltrate and 
metastasize although they may recur locally after 
excision. 

The reverse also is true, as anatomically mature 
so-called benign tumors occasionally lead to secon- 
dary growths. ‘This interesting and important fact 
has been emphasized by Virchow and Cohnheim. 

A study of tumor metastases in a series of 98 
cases of metastasizing tumors of various kinds and 
derivation has convinced the authors that in the 
localization of metastases there are two determin- 
ing factors, namely, the quantity and quality of the 
tumor cells. For instance, in a case of small pros- 
tatic cancer, so small that only microscopic examina- 
tion revealed it, practically all the organs of the 
body were the seat of small, nodular, multiple 
metastases, closely resembling miliary tubercles. 
Clinically the condition had been diagnosed as 
tuberculosis. A similar generalization is often seen 
in renal tumors. 

In spite of the frequent metastases in the re- 
gionary glands in close proximity to the tumors, it 
must be remembered that enlargements of the 
glands in the neighborhood of tumors are not 
always due to metastasis. Often they are inflam- 
matory. 


34 INTERNATIONAL ABSTRACT OF SURGERY 


The relationship of the inflammatory changes to 
the tumor metastases is instructive and suggestive. 
It is not impossible that at least in a number of 
these cases in which infection by bacteria can be 
reasonably excluded the constant drain of metabolic 
tumor products is irritating to the gland tissue, and 
that by lasting injury and disturbance of the phy- 
siological tissue balance due to inflammatory changes, 
the organ becomes disposed to metastatic growth. 
If this is true, it would appear to have an important 
bearing on the formation of metastases for it would 
indicate that, under certain conditions at least, the 
occurrence of metastases is made possible or favored 
by a drain of metabolic tumor products into a 
tissue. 

When we come to distant and often isolated 
metastases, however, and consider the frequency 
with which some organs are involved by certain 
types of tumors irrespective of their primary loca- 
tion, it is evident that other factors must enter into 
their formation. 

In order to arrive at a knowledge of the frequency 
of selection of certain tissues in metastasis, an 
analysis of 98 cases was made by the authors. 
From this study it was shown that of 22 adeno- 
carcinomata which took their origin from entoderm, 
14 metastases formed in entoderm, and of 29 carci- 
nomata which were derived from entoderm, 23 
formed metastases in entoderm. Of 5 sarcomata, 5 
metastases occurred in mesodermal tissue. While 
it is true that in these sarcomata there were also 8 
metastases in entoderm organs—liver, lungs, and 
pancreas—the metastases in these instances were 
apparently not selective but due to causes pre- 
viously discussed. 

From this study it is concluded that the localiza- 
tion of metastases depends upon a number of factors. 
Important among these are: 

1. The quantity of the tumor elements and the 
method of dissemination. 

2. The effects of the injurious metabolic pro- 
ducts of tumor cells upon a tissue, causing degenera- 
tion and inflammation and thereby weakening its 
physiological resistance. 

3. The close biogenetic (embryonic) relation of 
tumor cells to a tissue soil whereby types of tumor 
cells derived from an embryonic layer grow more 
readily in the environment of organs or tissues de- 
rived from the same layer of the blastoderm. 

G. W. Hocnrem. 


Symmers, D.: Malignant Myomata and Meckel’s 
Diverticulum. Ann. Surg., 1919, lxx, 183. 


The author reports a case in which a malignant 
myoma was found encircling the base of Meckel’s 
diverticulum. A review of the literature is also 

ven. 

In addition to the familiar leiomyomata of uter- 
ine origin, identical small tumors are often noted at 
autopsy or operation in the musculature of the 
stomach, intestine, gall-bladder, or elsewhere. These 
rarely exceed 1 centimeter in diameter and project 


beneath the serous surface, sometimes into thelumen. 
Frequently such apparently harmless nodules under- 
go malignant transformation, forming malignant my- 
omata. The case under discussion is only the sixth 
to be reported. Brief synopses are given of four of 
the others. 

The author’s case was that of a young man of 22. 
The growth, which was removed incidentally during 
a herniotomy, consisted of a pouch-like distal por- 
tion and a firm whitish, irregularly lobulated, prox- 
imal portion. This tumor projected also into a por- 
tion of the intestine which had been removed. 

Microscopically the diverticulum showed a 
ground substance of connective tissue which in 
places was dense and hyaline and in others moderate- 
ly fibrillar and richly infiltrated by small round cells 
with an occasional multi-nucleated foreign-body 
giant cell. 

Examination of the lobulated areas showed the 
histology of a typical leiomyoma. 

Microscopic preparations from the base of the 
tumor demonstrated the histology of a moderately 
cellular leiomyoma with at frequent intervals areas 
of polymorphous cells arranged loosely and without 
semblance of order. The nuclei of these cells va- 
ried in shape and chromatic richness. Multi-nuclea- 
ted giant cells were fairly common. In other areas 
with numerous blood vessels multi-nucleated syn- 
cytial masses were detected among the tumor cells 
and were of such character as to indicate that they 
might have been separated from the vascular wall. 

The author’s conclusions are as follows: 

1. Subserous and occasionally submucous leiomy- 
omata are encountered in the walls of the stomach, 
intestine, or gall-bladder in less than 1 per cent of 
autopsies. As a rule they are solitary and only 
rarely multiple. They seldom exceed a centimeter in 
diameter. 

2. Judging from the small number of cases of ma- 


- lignant myomata of the stomach, intestines, and gall- 


bladder to be found in the literature and comparing 
this with the number of subserous or submucous 
leiomyomata met with in corresponding situations 
in the routine performance of autopsies, the assump- 
tion seems reasonably justified that these apparently 
insignificant growths undergo transformation into 
malignant myomata with a degree of frequency 
which entitles them to attention as a potential 
source of danger. 

3. The majority of malignant myomata of the 
stomach, intestine, and gall-bladder thus far report- 
ed jwere found in organs which otherwise appeared 
to be intact. In other and rare instances, however, 
the malignant growths bore a definite anatomical 
relationship to the developmental malformation of 
- intestine commonly known as Meckel’s diverti- 
culum. 

4. The malignant myomata of the stomach, gall- 
bladder, and intestine, including those associated 
with Meckel’s diverticulum, are capable not only of 
extensive local expansion, but of widespread meta- 
stasis. Their degree of malignancy is apparently in 
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excess of that of their prototype, the malignant 
myomata developing from smooth-muscle tumors of 
the uterus. P. M. CHase. 


BLOOD 


Brenizer, A. G.: Blood Transfusion: Comparison 
of Methods. South. M.J., 1919, xii, 563. 

Some of the common difficulties in blood trans- 
fusion are needling the vein of the donor and of the 
recipient, clotting in the needles and tubing, clotting 
of the blood from unexpected delay, failure of the 
blood to run in and out of the conveying inter- 
mediary, disjointing of the connections of the appa- 
ratus with spilling of blood, ‘‘too many fingers in the 
pie;”’ and the failure of the donor or recipient to 
co-operate when brought together in the dramatic 
setting of the operating room. 

The chief methods of blood transfusion are classi- 
fied by Miller as follows: 

1. Direct methods by means of: (a) suture of ves- 
sels, (b) the use of cannulas inserted into the 
blood stream, and (c) the use of the cannula bring- 
ing intima to intima. 

2. Indirect or interrupted methods: (a) by 
needle and syringe; and (b) by means of a receptacle 
or intermediary containing anticoagulant. 

3. A combination of direct and indirect methods: 
valve and syringe. 

The best and most widely used anticoagulant 
is sodium citrate. According to this method the 
blood is withdrawn into a sterile receptacle and 
thoroughly mixed with sodium citrate in the propor- 
tion of 1 part of a 2 per cent solution of the citrate 
to 10 parts of blood. This makes a o.2 per cent 
solution of citrate with blood or a solution con- 
taining 1 gram of citrate in 500 cubic centimeters of 
blood. 

In a report on the methods of transfusing blood 
for the recently injured offered the A.E.F by a 
special committee the following conclusions were 
reached: 

1. The method of transfusion under war condi- 
tions which should be practiced in every front hos- 
pital of the A.E.F. should be the simplest one that 
will give absolute satisfaction. - 

2. Of the available methods the citrate method 
has been adopted because: (a) it is the simplest with 
regard to technique, (b) it is the simplest with res- 
pect to equipment, and (c) it has given uniformly 
excellent results in a large number of cases and the 
presence of the citrate has resulted in no practical 
disadvantage. 

The amount of sodium citrate used in the A.E.F. 
was a 0.7 per cent solution with blood, i.e., 3.5 grams 
with 500 cubic centimeters of blood. This amount 
was furnished dissolved in 10 cubic centimeters of 
salt solution sealed in a sterile ampoule. 

The author has an ingenious device for the sodium 
citrate method. For the above-mentioned 10- 
cubic centimeter ampoule he has substituted an 
ampoule with a capacity of 500 cubic centimeters. 


The receptacle is drawn into glass tubes or cannulas 
at both ends. One end is left straight and beaded 
so as to hold the rubber tube with the needle, while 
the other is looped so that the tube may be closed 
by the pressure of the thumb when held in the left 
hand and the ampoule may be suspended by a loop 
of bandage about the operator’s neck. To this end 
is attached a short rubber tube with an ordinary 
aspiration syringe or mouth-piece. Thus prepared, 
10 cubic centimeters or more of salt solution with 3.5 
grams of sodium citrate are sucked into the ampoule 
and both of its ends are’ sealed in flame. The am- 
poule is then covered with a double layer of cloth 
and sterilized in a pressure autoclave. The tubing 
is boiled or the whole apparatus may be boiled at 
the time of operation. 

The modus operandi is simple. The apparatus 
is assembled. The straight tube end of the ampoule 
is nicked with a file and a small piece broken off. 
The rubber tube bearing the needle is fitted on and 
tied with a piece of silk. A strip of bandage is 
looped through the curved end and the ampoule 
suspended from the operator’s neck. The vein of 
the donor is needled against the stream, i.e., the 
needle pointing toward the hand. The upper ampoule 
end is then opened in a similar manner and the 
blood, beginning to flow, comes in contact with the 
citrate solution in the ampoule. The ampoule is 
gently agitated better to assure the mixture of the 
blood and citrate. If it is desirable to hasten the 
flow, the aspirating point is connected with the 
upper end. 

When the ampoule is filled, the upper tube is 
compressed with the left hand or with a small 
Crile vessel clamp. The ampoule filled with blood 
so clamped may hang from the operator’s neck or 
may be placed on a table without fear that the blood 
will flow out. The recipient’s vein is needled in the 
direction of the blood stream. ‘ 

The author closes the article with an excellent 
bibliography. R. B. Berrman. 


Polak, J. O.: A Preliminary Note on the Value of 
Repeated Small Blood Transfusions in the 
Blood-Stream Infections. Am. J. Obst., 1919. 
Ixxx, 291. 

Bacteremia and thrombophlebitis in postpartum 
patients have an extremely grave prognosis. About 
23 per cent of the cases of bacteremia due to the 
streptococcus end fatally, while only about 50 per 
cent of the women affected with thrombophlebitis 
recover. Such a prognosis justifies the trial of any 
rational therapeutic adjunct which may improve 
the results of treatment. 

Infection is arrested by the development of a 
leucocytosis. Whether the bacteria are killed by 
the leucocytes or the leucocytes are destroyed by 
the bacteria, depends upon the supply of each. Not- 
withstanding the poor results gprs by Linder- 
man, Garbat, and others from the employment of 
blood transfusions in the treatment of postoperative 
septicemia from general surgical causes, the use of 
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small repeated transfusions of blood offers the only 
plausible treatment in the blood infections under 
consideration. ‘Transfusion in infection seems to 
serve the double purpose of lessening the secondary 
anemia and supplying normally active leucocytes 
for temporary defense. 

Early and repeated small transfusions allow the 
patient to immunize herself.. The effect of the 
transfusion itself is only temporary as the blood 
cells thrown in are rapidly destroyed. The real 
value of such treatment lies in the fact that it 
stimulates the tissues to increased cellular prolif- 
eration. Only when the leucocytosis can be main- 
tained is the prognosis improved. 

Four cases of thrombophlebitis and seven cases 
of bacteremia were treated with citrated blood 
with one death in each series. In those who died 
the condition was too far advanced. The number 
of colonies of bacteria per cubic centimeter in the 
blood of the patient with staphylococcemia was so 
large (soo) that it is doubtful whether any treat- 
ment could have changed the outcome. 

Ligation is contra-indicated in persistent bacter- 
emia, in confirmed septicopyemia, and when there 


_ are uterine or juxta-uterine lesions. Hence it is 


evident that there is a large class of cases which are 
unsuited to operation and will not be benefited by 
it. It is in these that the field of transfusion may 
be extended. 

Small transfusions of citrated blood are given 
every third day, care being taken not to use the 
same donor for more than two transfusions. Quanti- 
ties of from 250 to 300 cubic centimeters are used 
and given very slowly. The transfusion is preceded 
by a hypodermic of % grain of morphine. The 
author has found that this materially diminishes 
the severity of the reaction. Some reaction occurs, 
however, in 60 per cent of the cases. The blood in- 
jections should be given in the morning when the 
temperature is down. 

Detailed blood studies made before and after each 
transfusion demonstrated that the leucocyte count 
was invariably increased and the blood pressure 
raised by the treatment. Temporarily the number 
of red cells and the hemoglobin were also increased 
but rapidly decreased in the succeeding forty-eight 
hours. In the favorable cases the pulse always 
improved in quality and rate, whether the tem- 
perature exhibited any favorable change or not. 

Epwarp L. CoRNELL. 


Unger, L. J.: The Therapeutic Aspect of Blood 
Transfusion. J. Am. M. Ass., 1919, \xxiii, 815. 


The recent wave of enthusiasm for transfusion 
was initiated by the introduction of simplified 
methods for transferring blood, the elimination of 
dangers, and an increasing appreciation of the 
therapeutic value of the procedure. Indirect meth- 
ods of transfusion are of two types: those supplying 
whole unmodified blood (the methods of Kimpton 
and Brown, Lindeman, and Unger), and those which 
add an anticoagulant (the citrate method). 


One of the differences between unmodified and 
citrated blood is manifested clinically by the more 
frequent occurrence of reactions in the use of the 
latter. Drinker and Brittingham state that after 
citrate transfusions febrile reactions occur in 60 
per cent of cases and a chill in 57 per cent. In the 
author’s series of transfusions of unmodified blood, 
febrile reactions occurred in about 1o per cent and 
a chill in about 3 per cent. The difference in the 
number of disagreeable reactions is due to an ab- 
normal condition of the platelets and the red cells 
in the citrated blood. It has been shown that the 
blood platelets have become abnormal and have 
undergone early coagulative changes. 

It has been shown also that “the mere addition of 
a dose of sodium citrate” to red cells induces slight 
abnormality as evidenced by an increased fragility 
and an increased tendency to hemolyze. The cor- 
puscles are damaged by sodium citrate which acts 
as a specifically harmful substance. This is of par- 
ticular importance when transfusion is performed 
in hemolytic diseases. 

The studies reported seem to show, what a priori 
would seem to be most probable, i.e., that from a 
biologic point of view the delicate blood tissue must 
be altered in the transfusion of citrated blood. For 
diseases in which blood is indicated for itself, that . 
is, when it is required as a tissue as in the various 
anzmias, there can be no question as to the relative 
merits of unmodified blood which runs almost from 
vessel to vessel and blood which has been handled, 
chemically altered, and allowed to remain for an 
indefinite length of time outside of the body. The 
— of unmodified blood is the procedure of 
choice. 

It has long been recognized that unless the donor 
and patient belong to the same iso-agglutinin group, 
iso-agglutination and isohemolysis are possible 
dangers to the patient. For testing this phenomenon 
the methods of Moss, Lee, Rous, Turner, and 
Unger are the simplest and quickest. 

After donors have given up blood repeatedly over 
a period of years there is a definite secondary 
anemia which in some cases may be intense. 
Hemoglobins as low as 55 per cent have been 
observed. Nevertheless, donors can lose large 
amounts providing it is distributed over a con- 
siderable period. One donor gave 50,000 cubic 
centimeters in six and one-half years. The blood of 
these donors shows poikilocytosis and anisocytosis 
of various degrees. In no case were nucleated reds 
observed. The leucocytes are increased in number, 
varying between 10,000 and 14,000. The differ- 
ential count is about-normal. 

For infants the usual dose in blood transfusion is 
from 80 to 150 cubic centimeters; for adults, from 
800 to 1,000 cubic centimeters. The amount, of 
course, varies with the body weight, the condition 
of the patient’s heart and lungs, and the disease 
for which the transfusion is being performed. 

Overtransfusion from the donor’s standpoint is 
evidenced by an increase of the pulse and respira- 
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tory rates, repeated yawning, or deep sighing. 
Changes in the rhythm of respiration may occur 
before a change of the pulse rate. 

In the patient, hypertransfusion may be evidenced 
by precordial distress, headache, backache, or pain 
in the legs. A more important sign, however, is a 
short, sharp cough. If the transfusion is continued, 
the cough will be repeated. The cough occurs 
irrespective of the rate at which the blood is trans- 
fused. If more than 200 cubic centimeters are 
given after the first cough, pulmonary oedema may 
develop and may be followed by death. 

The indications for transfusion are: (1) hemor- 
rhage; (2) diseases of the blood; (3) toxemias; (4) in- 
fections; (5) shock; and (6) general debility. 

1. Hemorrhage. Transfusion serves not only to 
replace the loss of blood but also to check actual 
bleeding. 

2. Diseases of the blood. In secondary anemia 
the results of transfusion are satisfactory, provided 
the primary cause is removed. In pernicious anemia 
transfusion yields results superior to those obtained 
by any other mode of therapy. Frequently it acts 
as a life-saving measure by initiating the onset of a 
remission. There is no evidence, however, that the 
disease can be permanently cured in this way but 
by repeated transfusions remissions can be effected 
and the lives of some patients made useful for years. 

Hemophilia is not cured by transfusion, but for 
the bleeding of hemophilia transfusion is prac- 
tically a specific. It will succeed when all other 
methods fail. 

In purpura hemorrhagica the results of transfu- 
sion are only fairly good. Repeated transfusions 
are often necessary to control the bleeding. 

In acute lymphatic leukemia only a temporarily 
favorable effect can be secured by transfusion. 

In bleeding of the new-born transfusion is a 
specific. An almost exsanguinated infant in a 
dying state is transformed immediately into a rosy 
and crying baby. As in hemophilia, transfusion 
will save the lives of those who are not helped by 
subcutaneous injections of serum or blood. 

3. Toxemia. Transfusion has long been used 
in a limited number of types of toxemia. It should 
be tried in the toxemia of pregnancy and in tox- 
—_ associated with pneumonia and typhoid 

ever. 

4. Infections. In localized pyogenic infections 
transfusion will increase the patient’s vitality and 
aid in overcoming the infection. 

In bacteremia when the source of the organisms 
can be found and eliminated the results are excellent, 
as in cases of sinus thrombosis following mastoiditis 
in which the jugular vein has been ligated. 

5. Shock. Transfusion is at times valuable in 
shock. The nearer the transfusion approaches the 
advent of the shock, the more apt it is to be suc- 
cessful. 

6. General debility. Transfusion used as a 
supporting measure preliminary to operations lessens 
the postoperative mortality. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Wood, F. C.: Diagnostic Incision of Tumors. 
J. Am. M. Ass., 1919, lxxiii, 764. 

Early diagnosis is necessary in order to judge the 
nature and extent of the proper surgical procedure 
for the treatment of cancer. Correct diagnosis is 
often impossible without microscopic examination 
of the tumor. 

Although fragments of tumors have long been 
incised for diagnostic purposes, surgeons are not 
agreed as to whether such incision increases the 
danger of metastasis. Ewing justifies biopsy if a 
diagnosis cannot be made otherwise, a Bain- 
bridge, Greennough, and others condemn it. 

Many cancers may be diagnosed by experienced 
surgeons without microscopic examination, but 
numerous mistakes have been made both in operat- 
ing upon benign tumors too extensively as well as 
in neglecting malignant growths. 

The author states that metastasis does not always 
follow exploratory incision of tumors as he 
seen many malignant growths incised and even 
partially removed without such results. The danger 
of dissemination by way of the blood stream seems 
small as the flow of blood tends to wash particles 
out of the cut vessels. Furthermore, the effect of 
opening lymph channels has not been studied 
scientifically. A more frequent cause of metastasis 
would seem to be the handling of the tumor during 
both the diagnosis and the treatment, as is sug- 
gested by the frequent presence of haemorrhagic 
areas on manipulated tumors and of dislodged 
cancer particles in the blood stream. 

These facts have been brought out experimentally 
in mice. Tyzzer showed by a limited number of 
experiments on the Japanese waltzing mouse that 
partial excision of a carcinomatous growth does not 
promote metastasis. 

The author experimented with the Flexner- 
Jobling rat carcinoma on 673 white rats which were 
divided into three groups. From those in Group 1 
a portion of the tumor was excised aseptically and 
the skin then sutured over the wound. After ten 
to twelve days, this being the maximum time re- 
quired to obtain a microscopic diagnosis, the entire 
tumor was carefully excised in order that the forma- 
tion of metastases might be checked. The animals 
were killed and examined from three to four weeks 
later. From the second group of animals, inoculated 
at the same time, the tumors were removed on the 
same day as those in Group 1 and the animals were 
killed and examined from three te four weeks later. 
This group thus formed a check on the first, for if 
the number of metastasés was the same in both 
series it would be evident that the incision of the 
tumors had not increased the amount of metastasis 
since in both series the tumors had been in the 
animal body for the same length of time and had 
been removed by the same method. Great care 
was taken to avoid massaging the growths. The 
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third group of inoculated animals was killed at the 
same time as those of Groups 1 and 2 and formed a 
check on the metastasizing power of the tumor. 

In Group 1 the average percentage of metastases 
was 22.2; in Group 2, it was 21.8; and in Group 3 
it was 32.2, the figures including metastases in the 

‘lungs and the axillary, superior mediastinal, 
mediastinal, and peritoneal lymph nodes. 

These results demonstrate that under the given 
conditions in rats the metastasis of the Flexner- 
Jobling carcinoma is not increased when the tumor 
is incised, a fragment removed aseptically, and the 
growth allowed to remain in the body for from ten 
to twelve days thereafter. They permit the de 
duction also that tumors in the human body are 
not widely distributed by incision as has been 
thought and that therefore when the tumors are 
situated in such portions of the body that a mutila- 
ting or highly dangerous operation is necessary 
for their removal, they should be examined micros- 
copically if a diagnosis can be made in no other way. 

Control Series 3 shows that the frequency of 
metastasis is a function of the time that the tumor 
remains in the body and again emphasizes the fact 
that a malignant tumor should be removed as 
soon as the diagnosis is made. 

It is preferable that such diagnosis be made imme- 
diately by frozen section if facilities are available 
so that, if necessary, the operation can be continued 
under the same anesthesia. The patient’s future is 
not necessarily compromised, however, if a small 
fragment of the tumor is removed, the wound 
closed, and the operation completed as soon as a 
microscopic examination is obtained. With modern 
rapid methods of preparing sections the lapse of 
time need not be more than three or four days. 

M. H. Hosarr. 


Young, F. W. B.: The Treatment of Septic Wounds 
by Ionization. Lancet, 1919, cxcvii, 529. 


‘This article is a report of cases treated at a general 
military hospital which demonstrate the sterilizing 
effect of ionization prior to delayed primary suture. 

In previous laboratory experiments the author 
had shown that the chlorine ion is detrimental to 
bacterial activity. The growth of staphylococcus 
albus and aureus was inhibited by a short exposure 
to a small current. He showed experimentally also 
that phagocytosis is stimulated by the passage of a 
small current for a short time. 

Chlorine was chosen because it was less apt to 
irritate the tissues than metal ions. The average 
dosage was 10 mia. for twenty minutes daily followed 
by a sterile saline dressing. 

The wounds in six cases were sterilized prior to 
delayed primary suture. In four cases the results 
were successful, in one partially successful, and in 
one a failure. Twelve cases of cellulitis were 
treated successfully. Three cases of gunshot wounds 
of the extremities were treated in preparation for 
skin grafting, and one before a periosteal graft. In 
four cases of joint involvement treated the results 


were completely successful in only one. The three 
other patients were not treated continuously be- 
cause of their low vitality. 

The technique was to immerse the limb or injured 
part when possible in a porcelain bath with a 
carbon electrode. The inert electrode was placed 
under the buttocks or strapped to an uninjured 
limb. If it was impossible to immerse the part, 
several thicknesses of lint were wrung out of 1 per 
cent sodium chloride solution and Carrel tubes were 
placed in contact with the wound and covered with 
lint. The electrode was fastened to the lint and by 
means of the tubes a fresh solution was supplied 
during the treatment. 

The author concludes that ionization is not su- 
perior to other methods of sterilization for delayed 
primary suture, but that cellulitis responds well to 
it and the results are extremely satisfactory. 

O. C. MELSON. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Abel, J. J., and Kubota, S.: On the Presence of 
Histamine (8-iminazolylethylamine) in the 
Hypophysis Cerebri and Other Tissues of the 
Body, and Its Occurrence among the Hydro- 
lytic Decomposition Products of Protein. 
Pharmacol. & Exper. Therap., 1919, xiii, 243. 


During the past four years investigations on 
the chemical and pharmacological properties of the 
gastric and intestinal mucosa have been in progress 
in the authors’ laboratory. The results obtained 
have been described in previous papers. The so- 
called ‘‘peristaltic hormones” or ‘motilines” 
which European investigators have shown to be pre- 
sent in extracts of the intestinal mucosa and the 
chemical nature of which has been entirely unknown 
up to the present, were among the principles that 
first engaged attention. 

The well known “ Witte’s peptone” so often used 
in the past to induce experimentally a state of 
collapse known as ‘“‘peptone shock” has made us 
familiar with the fact that proteoses are either toxic 
in themselves, as has often been maintained, or else 
retain, firmly attached to themselves, smaller and 
highly toxic molecules which exist quite independent- 
ly in the medium from which the “peptones” were 
obtained. The latter view is the one held by the 
authors and their earlier papers show that in all 
instances of the kind here indicated it was possi- 
ble to purify a given albumose so that it no longer 
exhibited pharmacological activity, pressor, oxytoxic, 
or secretory. 

The authors’ main conclusions may be stated as 
follows: 


1. Histamine, a sub- 


stance which stimulates plain muscle tissue in 
minute doses, which depresses the circulation, and 
which causes a shock-like prostration when adminis- 
tered in doses beyond the limits of toleration, is a 
widely distributed constituent of all animal tissues, 


organ extracts, and enzymatic products, such as 
Witte’s peptone and erepton, whether derived from 
animal or vegetable proteids. While, as is well 
known, certain bacteria are capable of producing 
the base by decarboxylating histamine, its occur- 
rence as here described is entirely independent of 
micro-organisms. Hydrolys‘s of pure proteins, such 
as crystallized albumin, pure casein, and edestin, 
with hydrochloric acid yields a base which, in the 
authors’ opinion, is identical with histamine or at 
best is a similarly acting substitution product of it. 

2. It follows from the above that histamine is a 
constituent of our diet and that we daily consume 
no inconsiderable amount of the base, some of which 
is present in the form of the free base or a simple 
salt, while more of it is in all probability produced in 
the course of digestion. The latter assertion is 
based on the fact that enzymatic products, such as 
Witte’s peptone and erepton, contain the base in 
larger amount than the original material from which 
these products are derived. 

3. Histamine plays an important réle as a stimu- 
lant of the gastric and intestinal musculature and 
also as a dilator of capillaries during digestion. This 
last action is probably of importance also as regards 
organs in general during periods of increased activity. 
It has been further suggested that histamine is the 
most powerful among the depressant substances 
which have their origin in mutilated tissues and 
hence plays the leading réle among the chemical 
factors concerned in traumatic shock. 

4. Histamine is the plain muscle-stimulating and 
depressor constituent of the posterior lobe of the 
pituitary gland. ‘The physiological and chemical 
evidence in favor of the identity of the two princi- 
ples coincide at every point. As histamine occurs 
to some extent in all tissues, it can no longer be con- 
sidered a hormone or substance specific to the pitui- 
tary gland. There is no explanation to offer at 
present for the relatively high concentration in 
which the base is found in the posterior lobe of this 
organ. 

5. The animal organism can tolerate considerable 
amounts of histamine when it is given by mouth. 

G. E. Betsy. 


Wegeforth, P., and Essick, C. R.: The Effect of 
Subarachnoid Injections of Antiseptics upon 
the Central Nervous System. J. Pharmacol. 
& Exper. Therap., 1919, xiii, 335. 

Subarachnoid injections of antiseptics have been 
advocated by Franca and Wolff as a means of com- 
bating infection of the subarachnoid space. The 
use of such chemicals was advised not only in the 
meningococcic infections in which specific therapy 
is of utmost service but also in the other types of 
infection for which serum treatment has not yet 
been developed. 

Time has not permitted the investigation of as 
large a series of these agents as desired, nor have 
sufficient experiments been completed with some of 
the antiseptics used. A method of irrigation similar 
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in part to that first devised by Leonard Hill was 
employed to test the initial toxicity of some of the 
solutions and promises much in the pharmacological 
investigation of the subarachnoid space. Certain 
phases of this work have been so significant in re- 
sult as to justify generalizations regarding the sub- 
arachnoid injection of antiseptics for it is apparent 
that chemical bodies applied directly to the central 
nervous system have a much greater initial toxicity 
than when applied elsewhere. Microscopic exam- 
ination of the central nervous system reveals 
in these cases anatomical changes which persist 
after the toxicity of the antiseptic has subsided. 

Although the early experiments with fairly high 
dilutions killed the animals, the results were not 
unexpected and the fact that eventually a point in 


dilution could be reached at which the bactericidal 


qualities of the solution were preserved and the 
toxicity for the animals lost, indicated that such in- 
jections might have a therapeutic value. However, 
an investigation of the pathology of the central 
nervous system of the animals which were appar- 
ently unaffected clinically by the drug made it 
imperative to study the problem from a different 
point of view, namely, the ultimate pathologic 
changes. Accordingly, subarachnoid injections of 
small amounts of chloramine in Ringer’s solution 
were made and the cerebrospinal fluid examined each 
day thereafter. Within twenty-four hours after 
such an injection, the number of white blood-cells 
and the globulin content of the fluid showed enormous 
increases. From this maximum at twenty-four 
hours a gradual decrease in cell count and globulin 
occurred, a normal being reached about the fifth 
or sixth day. However, with the decrease in the 
abnormality of cerebrospinal fluid, the condition 
of the animal did not improve but became progres- 
sively worse. 

The protocol of a typical experiment of this kind 
in which a subarachnoid injection of a 1 per cent 
solution of chloramine was made by lumbar needle 
showed the return to normal of the cerebrospinal 
fluid as judged by cell count and globulin but clini- 
cally the animal did not improve. 

The authors summarize the article as follows: 

The toxicity of certain antiseptics within the 
meninges has been tested and the results recorded 
in detail. Most of the chemical bodies employed 
possessed definite toxicity so that unless given in 
suitable dilution and amount, the death of the 
animal ensued. With chloramine and flavine, a 
secondary cause of death in five to ten days in 
addition to the initial toxicity was brought about 
through direct injury to the central nervous system. 
Following the injection of small amounts of a suit- 
able dilution the animals remained apparently 
normal but all showed at autopsy pathologic changes 
in the meninges. 

The lesion consisted of a more or less complete 
obliteration of the meningeal (subdural and sub- 
arachnoid) spaces with serofibrinous exudate; in 
the more severe cases the nervous system became 
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involved in a process of destruction by a direct con- 
tinuity from the meninges. The blocking-off of the 
subarachnoid space was complete in only one case, 
as demonstrated by the subsequent injection of ink. 
It was not sufficient, however, for the localization 
of the infection. The subarachnoid injection of 
lysol and potassium permanganate in the presence 
of an otherwise fatal meningeal infection did not pro- 
long life. G. E. Betpy. 


Wolf, C. G. L.: The Biochemistry of Pathogenic 
Anezrobes. VII. Bacillus Proteus. J. Path. & 
Bacteriol., 1919, xxii, 289. 

The organisms included under the name of bacil- 
lus proteus do not belong strictly to the pathogenic 
anaerobes. They are so closely associated with the 
ac agents in gas gangrene infection of wounds, 

owever, that any examination of the biochemistry 
of symbiotic growth must be preceded by an investi- 
gation of the chemical activities of these micro- 
organisms. 

The possible significance of bacillus proteus in 
wound infections is very great for under modern war 
conditions many wounds are infected withit. With 
an organism so widespread and utilized by investi- 
gators so often as an object of research, it is remark- 
able that no real agreement has been reached re- 
garding some fundamental notions as to its metab- 
olism. 

The characteristics which have been given of this 
group are fairly clear and the organisms found in 
wound infections correspond to the definition. Jor- 
dan defines bacillus proteus as a motile organism 
fermenting glucose and saccharose, rarely lactose. 
It is for the most part vigorously proteolytic, lique- 
fying gelatin and blood serum. It precipitates and 
then dissolves casein. Proteus vulgaris is a gas pro- 
ducer. Lactose is never attacked. In glucose broth 
it always produces less CO, than He. 

The results in the present paper were obtained 
with strains of bacillus proteus isolated from wounds 
. by Douglas and M’Intosh. The strains provided 
by Douglas gave group agglutination reactions in 
common. As a control, transfers were returned to 
him at the conclusion of the work and he reported 
that the strains had not changed in their group re- 
actions during the time they were out of his posses- 
sion. The strains of proteus obtained from M’- 
Intosh were submitted to the agglutination tests of 


the Douglas serum and it was found that they too 


were of the same type. 

The organisms used were thirteen strains obtained 
from Douglas and three from M’Intosh. They 
corresponded to the definition of proteus given by 
Jordan in that they fermented glucose and saccha- 
rose and rarely lactose. They precipitated and 
partly dissolved casein, and were motile. They 
were all Gram-negative. 

The strains “Rothwell” and “Scougall” from 
the Douglas series were selected arbitrarily, assur- 
ance having been given by him that the cultural 
characteristics of the various strains were very 
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similar. The strain used from M’Intosh’s series 
was also taken at random. 

The results of these experiments are summarized 
by the author as follows: 

Bacillus proteus grown upon verious media does 
not exhibit any of the qualities of a putrefactive 
organism. It is a moderate gas former, the largest 
amount of gas being obtained in cultures of cooked 
meat. Compared with putrefactive organisms, such 
as bacillus sporogenes and bacillus histolyticus, its 
proteolytic activities are not great. 

The two strains examined attacked lactose. The 
analytical result gave a lactose consumption of 69 
grams per liter. 

The volatile acid production was very small. In 
none of the experiments was any putrefactive smell 
noticeable, and no indol was produced under the 
most favorable circumstances for its development. 
Bacillus proteus contains a powerful urea-splitting 
ferment, being capable of transforming 45 per cent 
of the total nitrogen of urine into ammonia. 

G. E. 


Dochez, A. R., Avery, O. T., and Lancefield, R. C.: 
Studies on the Biology of the Streptococcus. 
J. Exper. M., 1919, Xxx, 179. 

The complete biological classification of any 
pathogenic micro-organism presents a very complex 
problem. The first phase of the undertaking con- 
cerns itself with the development of reliable methods 
for the determination of antigenic differences be- 
tween members of the species and the application of 
these methods to the discovery of the immunological 
relationships between a limited number of strains 
purposely selected. In this way the degree of 
similarity and diversity of type is shown and also 
the probable number of types and the proportion 
of classifiable to unclassifiable strains. The next 
step of necessity is the testing of the adequacy and 


universality of the information so gained by apply- 


ing the tentative classification to a large number of 
strains of the organism obtained under what may be 
described as normal conditions of pathogenicity. 
That some sort of equilibrium has been estab- 
lished in nature among micro-organisms that have 
produced disease over long periods of time is not 
unlikely. Indeed, evidence obtained from the 
study of pneumococci supports this view, although 
departure from the norm may occur under special 
conditions. After the relationship of the pathogens 
of the species to one another has been discovered, 
it then becomes important for the purposes of an 
epidemiological study to compare the pathogenic 
with the saprophytic varieties by the same methods. 
This task requires years for its completion and many 
difficulties and seemingly unexplainable phenomena 
are encountered. In the beginning, the broader 


lines of differentiation must be drawn and divergent 
results discarded for the time being since, if the 
original conception is correct, most of the dis- 
crepancies disappear with the advance of knowl- 


edge. 
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In this paper are presented the facts so far ob- 
tained in the present study of streptococcus hemoly- 
ticus in accordance with the plan outlined above. 
The strains were collected in a limited community 
during the course of what may be considered an 
epidemic of bronchopneumonia secondary to measles. 
Individuals from all parts of the United States, 
however, were passing rapidly through this com- 
munity which was a center for primary training of 
the aviation service, so that a wider range of terri- 
— represented than the immediate community 
itself. 

All strains were investigated as to their cultural 
reactions, bile solubility, capacity to hemolyze red 
blood cells and ferment the different test sugars, and 
as to the hydrogen-ion concentration limiting their 
growth, and thus identified as accurately as pos- 
sible as streptococcus hemolyticus of the human 
t 

* This work has cleared up a number of points which 
have been in dispute for many years. In the first 
place, streptococcus hemolyticus of human origin 
is not a unit type as was previously supposed, but 
probably consists of a number of types, at least 
four of which have been definitely identified. Pre- 
vious investigators have stated that freshly isolated 
human strains change their antigenic properties 
on animal passage, and that the latter procedure for 
the development of animal virulence gives a com- 
mon antigenic character to all strains. The authors 
have found no evidence to support this contention; 
in fact, immune sera produced with human strains 
that have never been passed through animals 
afford a high degree of protection against strains 
that have received many animal passages. In 
addition, the antigenic differences between strains 
of streptococcus hemolyticus which have been 
passed through animals are as distinct as those be- 
tween strains which have not been so passed. The 
types of streptococcus hemolyticus studied were 
obtained almost exclusively from the respiratory 
tract and from a limited source of supply, and there 
is some reason to believe that those which produce 
cellulitis, erysipelas, and septicemia may be of 
somewhat different character. It is readily seen, 
therefore, that only a beginning has been made in 
the classification of streptococcus hemolyticus and 
that before the classification is complete and the 
relative dominance of the different pathogenic 
— determined, much work remains to be 
one. 
The results of the study are summarized as fol- 
lows: 

1. Immunological differences have been shown 
to exist between strains of streptococcus hemolyticus 
of the human type. 

2. Four biological types were identified by 
means of the reactions of agglutination and pro- 
tection. 

3. At least two other types were encountered 
and the indications are that more exist. 

G. E. 


Luden, G.: The Value of Blood-Cholesterol Deter- 
minations and Their Place in Cancer Research. 
J. Lab. & Clin. Med., 1919, iv, 719. 

Following a discussion of: (1) the nature of the 
test for cholesterol; (2) the importance of a uniform 
method for cholesterol determinations (3) the 
source of the cholesterol intake; (4) the facts that 
influence the blood cholesterol; and (5) the practical 
results to be expected in cancer research from the 
study of cholesterol metabolism, the author sum- 
marizes her work as follows: 

1. The test for cholesterol is not a diagnostic 
test, but furnishes information concerning cholester- 
ol metabolism; it will therefore furnish informa- 
tion regarding the disturbances of cholesterol 
metabolism connected, for instance, with cholelithi- 
asis and carcinoma. 

2. Cholesterol metabolism is influenced by the 
rate of basal metabolism; in myxcedema it was 
— to be inversely proportional tothe basal metab- 
olism. 

3. The reaction for cholesterol is a “mpi chemical 
reaction and technical procedures play a prominent 
part in the results obtained. Consequently the 
method of extraction and the conditions under 
which the color reaction takes place determine the 
values of blood cholesterol found. 

4. In clinical work intended to promote our 
knowledge concerning the relation between the 
cholesterol content of the blood and pathologic 
conditions, a uniform method of procedure should 
be adopted for cholesterol determinations since 
this alone will insure comparable findings. A 
detailed account of the technique used in the 
determinations is given as this technique is based on. 
the determination of more than 1,500 blood samples, 
which made possible the recognition and elimination 
of many elements of error in the work. 

5. The cholesterol content of the blood is in- 
fluenced by a number of factors: the nature of the 
diet, the rate of basal metabolism, radium treat- 
ment, bacterial infection (ulceration, infectious 
disease), and hemorrhage. These factors should 
be duly considered in the clinical interpretation of 
blood-cholesterol values. The cholesterol content 
of the blood is intimately related to lipoid metab- 
olism and can be influenced by dietetic measures. 

6. It is known that the inefficiency of an indi- 
vidual organ may give rise to a particular type of 
metabolic disturbance; inefficiency of the thyroid 
results in myxcedema, pancreatic inefficiency in 
diabetes. 

7. There can be little doubt that there is an 
intimate relation between disturbances of the 
cholesterol metabolism and the lawless proliferation 
of cells observed in carcinoma, although it is not yet 
known what organ is initially responsible for these 
disturbances. 

8. The results obtained in the treatment of 
diabetes show what may be achieved in spite of 


. organic inefficiency. These results have been ob- 


tained by means of chemical investigations and by 
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dietetic measures calculated to counterbalance the 
inefficiency of the pancreas. The histologic study 
of the pancreas, on the other hand, did not materially 
advance our knowledge in the treatment of the dis- 


ease. 

9. The fact that in a number of carefully con- 
trolled cases the tumors receded and the patients be- 
came clinically well although their condition had 
been pronounced hopeless, constitutes proof positive 
that the human body may wage a successful battle 
against malignant disease. 
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Hopkins, C. W.: A Study of Traumatic Hernia, 
So-Called, among Railroad Employees. Mod. 
Med., 1919, i, 389. 

So many unjust claims are allowed against the 
railroads under present conditions, that the law 
should take cognizance of the fact that hernia 
(indirect inguinal hernia) results from a develop- 
mental defect and that accidental injury can be 
made only a secondary cause. Over 99 peg cent of 
the claims for traumatic hernia are filed by men not 
previously examined. The only protection possible 
for the railroads at the present time is the routine 
examination of all employees in order to obtain a 
record of their physical condition at the time of 
employment. If a rational interpretation of the 
traumatic hernia question cannot be made, work- 
men with an inherent inguinal defect should be 
excluded from certain industries. 

Even when symptoms are present on only one 
side, Hopkins usually performs a bilateral operation 
as, potentially at least, the condition is very apt to 
be bilateral. Many of the cases of alleged trau- 
matic hernia operated upon within forty-eight hours 
of the supposed injury show no extravasation of 
blood or serum and not the slightest laceration of 
the tissues—merely the well-known picture of weak 
abdominal musculature, almost no conjoined tendon, 
and a well-formed sac. R. B. Berrman. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Valid Law—Meaning of the Word ‘‘Medicine’’— 
Neuropathy. Commonwealth vs. Siebert (Pa.), 
105 All. R., p. 507. 

According to the statute of Pennsylvania it is 
unlawful for any person to engage in the practice of 
medicine and surgery or to hold himself forth as 
a practitioner in medicine and surgery or to assume 
the title of doctor of medicine and surgery or doctor 
of any specific disease or to diagnose diseases or to 
treat diseases by the use of medicines and surgery 
unless he has first fulfilled the requirements of this 
act and has received a certificate of licensure from 
the bureau. 

Of great importance in this connection is the 
interpretation of the word “medicine.”” The Su- 
preme Court of Pennsylvania stated that the term 
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indicates nothing more than a remedial agent which 
has the property of curing or mitigating diseases, or 
is used for that purpose. Another meaning indicates 
an art of healing or science which has for its province 
the treatment of diseases generally. In the first 
definition medicine is defined as a drug and in the 
second as a profession. The statute uses the word 
in the latter sense because the purpose of the statute 
is not to restrict the sale of drugs or other remedial 
agents but to restrict the practice of medicine as an 
art or science whose object is the preservation of 
health. 

The defendant in the case reviewed, J. A. Seibert, 
held himself out to the public as a neuropath and 
invited the confidence of the public generally by the 
sign exposed in front of his office citing him as “‘ Dr. 
J. A. Seibert, Neuropath.’’ The defendant appeared 
to make a distinction between neuropathy and 
medicine but the Court, having in mind the legislative 
meaning of the term “‘ medicine,” held that a practi- 
tioner of neuropathy was the meaning of the above 
quotation for the use of this term necessarily im- 
plied that he was skilled in the science of pathology 
which science has for its province the treatment of 
diseases. J. A. CASTAGNINO. 


Duty to Provide Prompt Emergency Treatment. 
Fontanella vs. New York Central Railroad Com- 
pany, (N. Y.), 174 N. Y. Supp. p. 537. 


The plaintiff, a foreman in the employ of the de- 
fendant, while working in a manhole was injured 
at about 9:30 a.m. by the cover of the manhole 
which fell upon him and broke his leg. He was taken 
to an emergency hospital which he reached about 
to o’clock but was not given treatment until a few 
minutes before 11 o’clock. Testimony further 
showed that the assistant station master had 
attempted to reach one of the company’s physi- 
cians and, failing this, had then tried to get another 
in the company’s employ. There was some con- 
troversy as to why the physician did not arrive 
prior to 11 o’clock. According to the testimony, in- 
fection sets in immediately in a wound of the kind 
under consideration and therefore it requires imme- 
diate attention; a delay of minutes may permit the 
development of the infection to such an extent that 
amputation may become necessary. 

Immediately after the emergency treatment at 
one hospital by one surgeon the patient was taken 
in an ambulance to another hospital. The jury 
found upon the evidence, and the court stated on 
what it deemed was sufficient evidence, that the 
delay of approximately an hour at the emergency 
hospital permitted the infection to develop to such 
an extent that it became necessary to amputate the 
leg; that the defendant had not used reasonable 
care in providing prompt emergency treatment. 

The trial judge held that the defendant railroad 
company was not liable for the negligence of the 
first physician in failing to get to the hospital. The 
liability found by the court was placed on the negli- 
gence of the assistant station master for failing to 
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provide emergency treatment for over an hour. A 
corporation must always act through its agents and 
when prompt service may be vital to the welfare of 
the injured person it is incumbent upon the institu- 
tion to use reasonable diligence in providing emer- 
gency treatment. This is a non-delegated duty on 
the part of the railroad company, and the defendant 


_ was properly held responsible for the negligence of 


the assistant station master. 
The judgment in the Trial Court was for $20,000 


. damages but this was reduced by the Court of 


Appeals to $12,000. The action was not brought for 
the original injury but was predicated upon the 
negligence of the defendant company as above 
stated. J. A. CASTAGNINO. 


Evidence and Instructions in Malpractice Case. 
Dameron vs. Ansbro (Cal.), 178 Pac. R., p. 874. 


The case of Dameron vs. Ansbro was a suit 
brought by a physician for professional services and 
a hospital bill in which the defendant filed a set off 
claiming malpractice. The case was predicated upon 
the following facts which were shown by the evi- 
dence. ‘ 

The defendant was injured in a train wreck and 
at his request was taken to the plaintiff’s hospital. 
He suffered ten fractures of the legs and arms. He 
claimed that after nearly ten weeks of successful 
treatment, the attending physician, while attempting 
to reduce adhesions in the knees, negligently re- 
broke some of the original fractures. The Court 
held that the plaintiff was entitled to recover the 
reasonable value of the use of the room and of 
board and nurse hire irrespective of the question of 
the skill used by the physician in the treatment and 
that in its opinion the verdict ought to have been 
for the plaintiff physician. 

The Court held that it was error to give the jury 
an instruction which completely ignored the test 
by which a physician charged with malpractice 
should be judged; that is, the test fixed by the law 
based on the methods and practice of the school to 
which the physician belongs. It held also that the 
instruction further permitted the jury to apply its 
own standard of care or that of each individual juror 
to the treatment given the defendant. 

In the opinion of the Court only an expert could 
properly testify to the nature of the treatment re- 
quired and to the amount of force that might be 
exercised to break such adhesions as existed in this 
case, but that the instruction proposed was faulty 
as implying that only an expert could testify as to 
the amount of force that actually was used and the 
method of treatment that was actually employed. 
If there had been no dispute as to the facts, it 
would have been a question solely for experts. It 
was not an error, however, to refuse the instructions 
because there was a conflict as to the facts. 

The Court then discussed the latitude allowed in 
the choice of facts forming the basis of hypothetical 
questions, stating that if the question is fair and 
understandable by the witness it is not to be ex- 


cluded because it does not include all the important 
facts in the case. If objection is made to hypo- 
thetical questions, the objection should be specific, 
stating the facts upon which it is based. 

Statements by the attending physician at the 
time of the treatment are proper and may be in- 
cluded in a hypothetical question but not state- 
ments of assisting physicians. 

The question as to whether it was an error to refuse 
to allow the plaintiff to introduce a human skeleton 
for the purpose of illustrating his testimony is a 
matter for the decision of the Trial Court. 

Evidence that the plaintiff was a member of a 
county medical association was not admissible for 
the purpose of showing that the association pro- 
tected any member in litigations of this kind. 

J. A. CAsTAGNINo. 


Physician Not Liable for Testifying to Insanity. 
Corcoran vs. Jerrel (Iowa), 170 N. W. R. p. 776. 


The case of Corcoran vs. Jerrel was a suit brought 
against a physician for libel because he had testified 
that in his judgment the plaintiff was insane and 
should be sent to a hospital for treatment. The 
defendant, who had been previously employed as 
the plaintiff’s physician, was subpoenaed, sworn,and 
examined before the commissioners on the trial. 
His testimony was reduced to writing and signed by 
him. On the following day the plaintiff was taken 
by the sheriff to the hospital from which she was 
later paroled and finally discharged as cured. Plain- 
tiff’s petition demanded damages in large sum, 
alleging that the statements signed by the defendant 
before the commissioners were false, malicious, and 
libelous. 

The principal defense relied upon by the attorney 
for the defendant was that the statements com- 
plained of were made by the defendant as a witness 
under oath and therefore privileged. ‘The plaintiff 
sought to avoid the plea of privilege on the ground 
that no notice of these proceedings was served upon 
her. The Iowa statute, however, does not require 
notice of the filing of an information alleging in- 
sanity to be served upon the person whose mental 
condition is being investigated. There was nothing 
in the record to show that the defendant was actu- 
ated by improper motives or that he acted in bad 
faith toward the plaintiff. He was subpoenead,sworn, 
and examined on oath and therefore his testimony 
was equally privileged. Whether an action for libel 
could be maintained against him if the proceedings 
before the commissioners had been invalid was not 
a question before this court. So far as the record 
disclosed, the proceedings before the commissioners 
were regular and valid and all of the statements 
made by the plaintiff were clearly privileged. 

J. A. CASTAGNINO. 


The Relative Value of Medical Expert Testimony. 
People vs. Harvey (Ill.), 122 N. E., p. 138. 


In the case of the people vs. Harvey, the defend- 
ant was convicted of manslaughter by assault. The 
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principal controversy was whether the death was the 
result of the assault or of disease. One of the points 
raised by the defendant’s counsel was that the Court 
erred in refusing to give the following instructions: 

“The Court has allowed in this case the introduc- 
tion of expert testimony as to the cause of the death 
of Ida Murray. The Court instructs you that the 
opinions expressed by such witnesses are not binding 
or conclusive upon you. It is for you to determine 
from all the facts and circumstances in the case what, 
in fact, was the cause of the death of Ida Murray, 
and you are not to act upon expert opinions to the 
entire exclusion of other testimony.” 

The Supreme Court in holding that this instruc- 
tion was properly refused stated that it tended to 
cast discredit upon expert testimony and that there 
could be no question that the weight to be given 
expert testimony is to be determined by the jury. 
There is no rule of law which requires them to sur- 
render their judgment or to give a controlling influ- 
ence to the opinions of scientific witnesses. When 
several competent experts concur in their opinion 
and no expert evidence is introduced tending to prove 
the contrary, the jury are still bound to decide the 
issue on the basis of their own judgment assisted by 
the testimony of the experts. Expert testimony 
must be treated as the evidence of lay witnesses. It 
must not be rejected arbitrarily. Jurors are to con- 
cede to it the influence which, according to their 
intelligence and impartiality of mind and in view of 
all the facts and circumstances developed at the trial 
and the common knowledge and experience of man- 
kind, they deem justifiable. When common knowl- 
edge utterly fails, expert opinion may become con- 
trolling. 

The Court held that the relative weight given to 
medical and non-medical witnesses cannot be deter- 
mined by any rule of law although the strong pre- 
sumption would be that when both classes of experts 
are given the same opportunities for observation, the 
testimony of medical experts would be entitled to 
the greater weight. J. A. Castacnino. 


Release to Company No Defense to Surgeon For- 
getting Identity of Patient. Purchase vs. 
Seelye (Mass.), 121 N. E. R., p. 413. 


The Supreme Court of Massachusetts reviewed 
the case which was based upon an action brought 
to recover for an operation without consent which 
resulted in a verdict for the defendant. A release 
to a railroad company was introduced in evidence, 
the Review Court sustaining exceptions to this 
admission and to the rule that the release by the 
plaintiff to the railroad company was a bar to this 
action. 

While in the employ of the railroad company, the 
plaintiff suffered a rupture in the right groin. He 
consulted the defendant who operated upon him the 
following day. The day subsequent to the operation 
the plaintiff discovered that the operation had been 
performed on his left side, and when mentioning 
this fact to the defendant, the defendant said that 


he (the defendant) had mistaken him for another 
patient who had a hernia on the left side. Subse- 
quently an operation was performed by the de- 
fendant on the plaintiff’s right side. 

Later the plaintiff settled his claim against the 
railroad company, signing a release which included 
among other things a release of all claims and 
demands “‘arising or which may arise out of said 
injury.” This release was claimed by the defendant 
herein to be a bar to further action. 

The Court of Appeals, however, held that if in an . 
action brought against it to recover for the original 
injury, the plaintiff’s employer would have been 
liable for the negligence of the defendant in the 
case at bar, then the release included such damages 
and would be a bar to the present action for the 
reason that the plaintiff had a claim against both 
the defendant and the railroad company for the same 
cause of action and a release of one of the wrong- 
doers would operate as a release of both. 

It is a well-settled rule in Massachusetts that in 
an action for personal injuries arising out of the 
alleged negligence of the defendant, the plaintiff is 
entitled to recover for the injuries resulting from the 
defendant’s negligence even though such injuries 
are aggravated by the defendant’s physician if, in 
the selection and employment thereof, the plaintiff 
exercised due and reasonable care. 

The question was whether the act of the defendant 
in operating by mistake on the plaintiff was a natural 
and probable result of the negligence of the rail- 
road company. The Court was of the opinion that 
the general rule as above stated was not applicable 
to the state at bar. 

There was sufficient evidence to show that the 
defendant made a mistake in the identity of the 
plaintiff at the time the operation was performed; 
that he then believed he was operating upon another 
patient who had a hernia on the left side. The 


railroad company could net be held liable for his 


mistake and belief. Such a mistake was not an act 
of negligence which could be held or found to be 
the natural and probable result of the original 
injury. 

The Court was of the opinion that the act of the 
defendant in operating upon the wrong side of the 
plaintiff was a wrongful, independent, and inter- 
vening cause for which the original wrongdoer was 
in no way responsible. In order to hold that the 
release was faulty and a bar to the attending 
physician it would be necessary for the Court also 
to hold that the railroad company would have been 
liable for the consequences of the plaintiff’s injury 
through the mistake of the defendant for operating 
upon the wrong side of the plaintiff. 

J. A. CasTAGNINO. 


Result of Original Injury. Med. Rec., 1919, xcvi, 548. 


The Michigan Supreme Court held in a recent 
decision that the State Accident Fund was not 
entitled to be relieved from the weekly payment of 
indemnity on the ground that the disability was 
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caused by unskilful treatment or by refusal to sub- 
mit to an operation on the part of the injured servant. 
In the case under consideration one physician testi- 
fied that in his opinion the applicant was totally 
disabled, the disability being due largely to the 
original injury. In his opinion, even if the physician 
who had treated the arm had done the best that 
could be done under the circumstances, that is, had 
used the care of a skilled practitioner, there might 
still be total disability of the arm. 

According to other medical testimony, however, 
it appeared that an operation would ameliorate the 
condition and that the servant might recover from 
one-fourth to one-half of the former use of the arm. 
The Court eliminated the question of fact and stated 
that when there is competent testimony supporting 
the conclusions reached by the Industrial Accident 
Board it affirms the order of that board. 

J. A. CASTAGNINO. 


MILITARY SURGERY 


Bevan, A. D.: The Problem of Hospital Organiza- 
tion with Special Reference to the Co-ordina- 
tion of General Surgery and the Surgical 
Specialties. Mil. Surgeon, 1919, xlv, 150. 

To secure the best co-operation between general 
surgery and the surgical specialties, hospital organi- 
zation and administration should be as follows: 

1. We should adopt the plan of utilizing the 
services of both our general surgeons and our sur- 
gical specialists. 

2. The scheme of organization and administration 
of the various surgical divisions in military hospitals 
should be along accepted lines as in our best civil 
hospitals. 

3. In the hospitals close to the line, including cas- 
ualty and base hospitals which will have the early 
management of the gross injuries from shell wounds 
and small-caliber bullets, the organization should 
be so planned that the general surgeons will have 
charge of these gross injuries irrespective of their 
anatomical location, and the few surgical specialists 
on the staff of these hospitals will do such work 
as is assigned to them by the surgeon in charge. 

4. Well back of the line there should be developed 
special hospitals, such as orthopedic hospitals; 
hospitals for head surgery, special fracture hospi- 
tals, etc. In these special institutions the surgical 
staff should be so organized that the specialists will 
havecomplete control of the management of the cases. 
There should be on the staff a few men representing 
special fields, such as internal medicine, neurology, 
ophthalmology, etc., and these men should do 
such work as they may be called upon to do by the 
staff of specialists in charge of the hospital. 

5. The effort made to establish schools in special 
departments giving special instruction in surgery 
of the brain, fractures, orthopedics, etc., should be 
continued and amplified as much as possible. These 
schools should be devoted to special fields of surgery 
and should give short courses reviewing the work 


of a special field, especially from the standpoint of 
the experience obtained in the recent war. They 
should not attempt the impossible task of creating 
specialists in these particular fields in a short period, 
but should be regarded as furnishing courses of 
instruction to general surgeons which will make them 
more competent in such special fields of work. 

6. The specialists in charge of the special hospi- 
tals to be created well back of the line should be 
drawn, not from the students taking these special 
courses, but from the well-trained specialists now 
available. E. C. RosrrsHex. 


Manson, F. M.: Report of Surgical Service, U. S. 
Army Base Hospital, Camp rt Iowa, on 
the Epidemic of Influenza of 1918. Am. J. M. 
Sc., 1910, clviii, 244. 


The total number of cases of empyema recog- 
nized by antemortem aspiration and by autopsy 
at this camp from Sept. 29, 1918, to Dec. 31, 1918, 
exclusive of d period of eleven days at the height of 
the epidemic when autopsies were discontinued, was 
150, an incidence compared to that of pneumonia 
as risto 13. 

Other complications encountered were as follows: 
mastoiditis, 14; otitis media, 105; frontal sinusitis, 1; 
purulent peritonitis, 4; appendicitis (ruptured), 2; 
multiple abscesses, 4; phlegmon of neck, 1; phleg- 
mon of chest, 1; ileus (mechanical), 1; and oedema 
of the glottis, 1. 

The average time intervening between the diagno- 
sis of pneumonia and empyema in 64 cases treated 
in the first month of the epidemic was six days, 
while that in 41 cases treated after the first month 
was twenty-one days. Many patients admitted to 
the hospital with a diagnosis of pneumonia showed 
pleural effusion present at the time of admission. 

The bacteriology of the cases treated was as follows: 
fluids showing hemostreptococci, 29; hamostrep- 
tococci with other organisms, 19; non-hemolytic 
streptococci, 4; non-hemolytic streptococci with 
others, 3; staphylococci, 4; staphylococci with 
other organisms, 6; pneumococci, 11; pneumo- 
cocci with others, 9; influenza bacilli, 1; no growth, 
6; noreport, 14. 

In the cases of the first month the clinical picture 
was that of septicemia, The rapidity with which 
fluid accumulated was remarkable. 

The mortality in 94 cases during the first month 
was 70 per cent, while that in the 64 treated cases was 
56 percent. The mortality after the first month was 
40 per cent and in 41 cases treated during this 
period it was 24 per cent. 

The diagnosis of empyema was often difficult, the 
physical signs being confusing and changing rapidly. 

Substernal pus pockets and purulent mediastinitis 
were found in 17 per cent of cases at autopsy and 
were seldom diagnosed before death. Interlobar 
empyema occurred in 8 per cent of cases, encapsu- 
lated pockets in 28 cases, and lung abscess in 11. 

The treatment in this series consisted of the use 
of several methods. During October when the 
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epidemic was at its height aspirations were done in 
35 cases, with a mortality of 60 per cent. Aspiration 
followed by the injection of 2 per cent formalin in 
glycerin was done in 43 cases with a mortality of 
42 per cent. Aspiration with later Brewer-tube 
drainage was used in 25 cases and the mortality was 
24 per cent. 

After November 1 the closed method was used 
with trocar-cannula thoracotomy, irrigation with 
Dakin’s solution, and later injection of 2 per cent 
formalin in glycerin. Nineteen of these patients 
had preliminary aspirations. The mortality was 
8 per cent. V. P. Drepericu. 


Taylor, G.: On Abdominothoracic Wounds of 
Warfare. British M.J., 1919, ii, 131. 


The author reviews his own experience and that 
of his associates in the treatment of wounds involv- 
ing both the thorax and abdomen. In this connec- 
_ tion mention is made of the fact that in 1910 he 
observed Bland-Sutton carry out an operation 
which was the prototype of the procedure re-intro- 
duced by Duval in 1917 and found to be so efficient 
in dealing with wounds of this kind. 

The prompt treatment of all such wounds appar- 
ently accounts for the great improvement in the 
results obtained during the closing months of the 
war, and to Lockwood is due much credit for his 
part in the development of this class of surgery. 

As regards the necessity for immediate suture of 
the diaphragm, Taylor states that in several in- 
stances, and especially on the right side, the dia- 


phragm has been deliberately left unsutured with 
favorable results. Statistics show that the imme- 
diate prognosis of abdominothoracic wounds is 
determined chiefly by the nature of the abdominal 
injury. Those that are associated with a wound of 
a hollow viscus are often fatal. In the author’s 
personal experience with cases of this kind submit- 
ted to operation 50 per cent of those who had an 
injury to a hollow viscus recovered, while of those 
who had wounds of a solid viscus 70 per cent recov- 
ered. The total number of recoveries amounted to 
64 per cent. 

Cases operated upon by the author and by others 
are cited to demonstrate the accomplishments of 
war surgery. A patient with a penetrating chest 
wound, laceration of the diaphragm, liver, and right 
kidney, and a hernia of the colon was operated upon 
by Lockwood six hours after admission. Thoracot- 
omy under paravertebral and local anesthesia was 
done with excision of the tissues of the wounds of 
entry and exit, resection of a gangrenous portion of 
the colon, suture of the laceration of the diaphragm 
(which was 5 inches long and 1% inch from the parie- 
tal attachment), and nephrectomy. The patient 
had an uneventful recovery. Other cases cited were 
those in which there were wounds of the stomach 
and those in which, with injuries of the chest, the 
spleen was so lacerated as to require its removal. 

The point which the author makes as regards the 
choice of operation in diaphragmatic hernia is that 
the thoracic route is by far the best method of 
approach. W. J. Tucker. 


GYNECOLOGY 


UTERUS 


Young, J. V.: Sacral Suspension of the Uterus for 
the Relief of Pathologic Mechanical Retro- 
version and Descensus. Surg., Gynec. & Obst., 
1919, xxix, 267. 

The author gives a general review of the causes of 
mechanical retroversion and descensus. He sum- 
marizes his conception of the indicated surgery as 
follows: 

“In nullipara, for physiological retroversion, 
round ligament shortening; for pathologic mech- 
anical retroversion and descensus, sacral suspension 
and, if needed, round ligament shortening; when 
there is a conical long cervix, the tracheloplastic 
operation of Sturmdorf. 

“In multipara, the restoration of all birth trauma; 
dilatation and curettage if indicated; for the hypér- 
trophied infected lacerated cervix, the trachelo- 
plastic operation for cystocele, the restoration of the 
vesicovaginal endopelvic fascia by the method of 
Rawls; for rectocele, the restoration of the recto- 
vaginal endopelvic fascia, and the muscular inter- 
position perineorrhaphy.”’ 

The operation for sacral suspension is described 
as follows: 

The incision of choice is the curved Pfannenstiel 
incision. After the abdomen is opened, the patient 
is placed in the extreme Trendelenburg position and 
the intestines are gravitated into the abdominal 
cavity and held in place by oil-impregnated pads. 
All gauze wipes that enter the abdomen are also oil- 
impregnated. 

Inspection then determines the indicated surgery 
which is performed prior to the suspension. At this 
point the uterus is lifted up and the sigmoid is in- 
spected. In these cases the author has so frequently 
found perisigmoid adhesions that he has come to 
consider the freeing of the sigmoid a part of the 
operation. The sigmoid is often found adherent to 
the round ligament as far as the internal ring. Twice 
Young found it adherent to the bladder. 

The uterus being held upward, the base of the left 
uterosacral ligament, or the one opposite the opera- 
tor, is picked up with a long French clamp (Clamp 1) 
and a long catgut stitch is passed through it. It is 
then tied. This is repeated on the right ligament 
(Clamp 2). These stitches are then brought out over 
the edge of the wound and held by an assistant, 
Clamps 1 and 2 having been removed as each stitch 
was placed. These stitches serve two purposes; they 
hold the uterus out of the way, without injuring it, 
and bring the ligaments well into view. For demon- 
stration purposes a towel may be used. 

The left ligament, or the ligament opposite the 
operator, is now brought into view and the point of 


shortening marked with a French clamp (Clamp 3). 
The other ligament is then exposed and a point on 
it opposite Clamp 3 is grasped with another French 
clamp (Clamp 4). The operator determines the 
point of shortening by traction on the ligaments, 
first, on one at a time; then on both together, being 
careful to allow ample rectal room and at the same 
time to replace the cervix in its normal position. 
This may be checked off by putting two fingers in 
the space between Clamps 3 and 4 and the anterior 
surface of the sacrum with the palmar surface of the 
fingers toward the uterus. In this way the operator 
may judge exactly the length of the proposed re- 
constructed sacral swing. 

Two Allis clamps now grasp the ligament at its 
origin. The breadth of the jaw of the clamp is par- 
allel with the ligament, one fe above and the 
other below it, just at the site of the first catgut 
suture. Traction on these two clamps will draw the 
lower segment of the uterus into view and pull upon 
the base of the ligament. This will enable the 
operator to take the next step, which is to make the 
buttonhole. The buttonhole is made at the base of 
the ligament by means of a knife and extends along 
its median line. It should cut the catgut traction 
stitch. This incision should be 1 centimeter long 
and down to the uterine tissue. It is then extended 
to 1.5 centimeters along the ligament by placing a 
blunt pair of scissors in the cut and opening the 
blades. 

A French clamp (Clamp 5) is then placed on the 
ligament midway between Clamp 3 and the Allis 
clamps, marking the reduplication point. Clamp 3 
and the Allis clamps are now approximated to see if 
the sacral end of the reduplicated ligament will reach 
the buttonhole without strain. 

A medium-sized Pagenstecher linen suture is now 
put in place in the ligament at the site of Clamp 3, 
which is then removed. 

The needle is introduced into the buttonhole and 
made to penetrate the uterine tissue to a sufficient 
depth to give a firm hold, after which the suture is 
tied. During this procedure Clamp 5 is drawn up- 
ward and backward and slightly outward. This 
brings into view the three arms of the ligament, 
uterine, middle, and sacral. A second stitch is then 
placed through the lips of the buttonhole at right 
angles to the incision, and as it is introduced, first 
one, and then the other Allis clamp is removed. 
Before tying this second stitch, the first one is cut 
short. The second stitch closes the buttonhole, 
buries the first stitch, and completes the implanta- 
tion of the sacral arm of the reduplicated ligament. 
This second stitch is left long for traction and mark- 


ing purposes. 
A third stitch is then placed through the three 
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layers or arms of the reduplicated ligament, midway 
in the folded-over area, or, if the reduplication is 
long enough to need it, two stitches may be used. 
Care must be taken to penetrate all three arms of 
the reduplication in each stitch to a sufficient depth 
to hold strongly. A stitch is then introduced at the 
site of Clamp 5 and carried through the sacral arm 
of the reduplicated ligament in such a manner that 
the joining will be smooth. All these stitches are 
left long and attached to clamps outside the abdo- 
men for marking purposes. The procedure is then 
repeated on the opposite ligament. 

By slight traction on these linen stitches the 
operator may judge of the completeness of his work 
and the length of the newly-made ligaments. As a 
further test, two fingers may be placed as at the time 
of placing Clamps 3 and 4. 

The linen stitches are then cut short. The knots 
may be covered with a Lembert stitch involving 
only the peritoneum. 


If in the opinion of the operator the fundus needs | 


holding down and forward, the round ligaments are 
shortened, either by the Alexander operation or by 
a modification of the Gilliam operation which leaves 
no pockets in the peritoneum. 

The author has performed 270 sacral suspensions 
of the uterus and 1o of the cervical stump after 
hysterectomy, a total of 280, with 2 deaths, one 
from acute nephritis, the other in a case in which 
excessive peritoneal trauma of a previous operation 
produced insurmountable complications. 

When it is necessary to reconstruct extensive 
birth trauma, the operation should be done in two 
stages separated by one week or more. 

The labors Young has attended after sacral sus- 
pension have been mosi satisfactory. The greatest 
number of labors in any one case has been four. 
This patient has since remained well without gyne- 
cological symptoms, the uterus is now in a normal 
position, and the adnexa are negative. 

C. H. Davis. 


Hernaman-Johnson, F.: X-Rays in the Treatment 

‘ of Certain Forms of Dysmenorrheea: A Plea for 
Their More Extensive Use. Lancet, 1919, cxcvii, 
432. 

The author advises more extensive use of the 
X-ray in cases of menstrual disturbance when 
medical methods, such as the use of drugs and hy- 
giene, and minor surgical treatment, such as dila- 
tation, have failed and there is no gross lesion or 
deformity. 

Cases in which major surgery has been unsuc- 
cessful have also been helped by the X-ray. In 
other cases it is advisable to try X-ray treatment 
before doing a major operation as the method is 
without risk and does not interfere with a later 
operation. 

Best success is obtained with the X-ray in the 
treatment of patients who are free from gross 
organic lesions but have excessive, prolonged, and 
frequent menstruation with the usual menstrual 


pain, headaches, mental depression, and general 
debility due to excessive loss of bl f pain is 
a more pronounced symptom than loss of blood, 
— is less probable, but the treatment should be 
tried. 

A wide cone of rays is used. The rays are filtered 
through 3 millimeter aluminum, the ovaries and 
the uterus being equally exposed and other parts of 
the body protected. Ordinarily 7 treatments are 
given during 5 intermenstrual intervals, 2 during 
each of the first intervals, the fourth interval being 
skipped, and a final treatment being given during 
the fifth interval. 

At the time of the first period after the beginning 
of the treatments the symptoms are generally more 
severe, but at the second period are a little better. 
By the third period a distinct improvement is 
noted if the treatment is to succeed. In young 
persons small doses are given to restrain excessive 
ovarian function. The dose does not cause sterility 
nor burn the skin. B. JAMESON. 


Montgomery, E. E.: A Consideration of Uterine 
Myomata, with Some of the Complications 
Seen in Practice. Am. J. Obst., 1919, Ixxx, 256. 


This study is based on the consideration of 251 
consecutive cases subjected to operation, 102 to 
partial hysterectomy, 144 to complete hysterecto- 
my, and the remaining 5 to removal of the myoma 
through the vagina. 

Of the patients upon whom a partial hysterectomy 
was performed, 5 died, a mortality of 4.9 per cent, 
while of those subjected to complete hysterectomy, 
8 died, a mortality of 5.5 per cent. 

Due to the continued irritation or disturbance 
of the circulation, the presence of the fibroid in- 
creases the danger of complicating infections. Tu- 
bal collections are not infrequent, large hematoma- 
tous cysts of the ovary are also common, and in 
many cases extensive adhesions and inflammatory 
changes greatly complicate the opérative procedure. 
In one case, where the small intestine with its me- 
sentery was spread over a large fibroid, the author 
trimmed the growth out, leaving the coils of in- 
testine adherent to its surface. 

Often the appendix may become involved and 
therefore it should always be investigated. It 
was removed in 103 of the series of cases reported 
although this was not absolutely necessary in all. 
Not infrequently it will be found that it has under- 
gone cystic change. 

In numerous reports myoma is cited as a cause of 
carcinoma. In the cases reported, however, carci- 
noma was a complication in only 8. In 4 cases it 
involved the body of the uterus; in 3, the cervix; 
and in 1, the fallopian tube. 

The author’s data with reference to child-bearing 
are incomplete, and his records are confined to pri- 
vate cases. These show that 66 women had borne 
one or more children, 5 had been pregnant and had 
aborted, 22 were nulliparous, and 30 were unmar- 
ried. Epwarp L. Cornett. 
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Bailey, H.: Further Observations on the Radium 


reatment of Uterine Cancer. Am. J. Obst., 
1919, Ixxx, 300. 

Three hundred and thirty-six cases are included 
in this report. Of this number there were 190 cases 
termed primary, that is, in which no operative pro- 
cedure had been undertaken except perhaps in a few 
cases a mild cauterization or an operation of the 
Percy type. Eleven patients were treated as a 
prophylactic measure following a hysterectomy. 
Fourteen were treated for malignant disease of the 
vulva, vagina, or ovary. There were then 325 
cases of carcinoma of the uterus with evident malig- 
nant growth at the time treatment was begun. All 
of the cases were followed both by letter and by 
actual examination at a return clinic held once a 
week at the hospital. 

Since 1916 the most advanced cases have been 
rejected in all but a few instances. Cases in which 
there is ulceration receive much more palliation from 
the zinc chloride or the acetone treatment. Ad- 
vanced cases in which the parametrium is deeply in- 
volved on one or both sides, providing they are 
primary so that the cervix offers a location for the 
radium approximately in the middle of the tumor, 
are frequently greatly benefited, even to the extent 
that, as occurred in two instances, they are freed 
from signs of the disease for considerable periods. 
These cases probably do better with preliminary 
cauterization. 

The results have been disappointing. Further 
development of tumor tissue in the parametrium has 
occurred early in every case. In the borderline 
cases the most amazing results were obtained with 
radium which rendered most of them operable and 
in nearly all caused the disappearance of cancer 
cells in the local lesion. In the author’s series the 
latter statement was upheld by the pathologic 
picture in 7 uteri removed following radiation. 
In none was there found any cancer of the cervix. 
Of 17 patients who belonged to this class in 1918 and 
were treated with radium alone, 5 died of cancer and 


8 are in poor condition. Four in this group are in — 


good condition and may have some prospect 
although to date they cannot be said to be free from 
all clinical evidence of the trouble. 

Through a period of four years 21 operable cases 
were treated; 2 in 1915, 4 in 1916, 3 in 1917, 11 in 
1918, and 1 in 1919. Five of these were operated 
upon after the treatment. Five cannot be included 
in this consideration. 

Of the 16 patients remaining one patient with 
cancer of the cervix died and one with cancer of the 
fundus died after the operative removal of the 
uterus. Fourteen patients are still alive. Of these, 
7 had cancer of the body of the uterus, and 7, cancer 
of the uterine cervix. Four of the former and 3 of 
the latter are in good condition. Of the remainder, 
4 are in poor shape and the remaining 3 in a hope- 
less condition. One patient with cancer of the uterus 
and one with cancer of the cervix have been well for 
over four years, one with cancer of the cervix has 


been well for two years, and 9 have lived more than 
one year since the treatment. 

The prophylactic treatment following the removal 
of the tumor offers a field in which a great deal 
may be accomplished, provided the operator does 
not remove most of the vagina as this cavity gives 
the only practical entrance for radium applicators. 
There were 11 such cases, with one death, and 2 in 
which there was a general fibrosis of the pelvis with 
return of the tumor. In 8 cases there is no clinical 
evidence of the disease, and in 7 of these, this condi- 
tion had continued for periods longer than one year. 

In a number of cases of early recurrent cancer fol- 
lowing hysterectomy, treatment with massive doses 
and by cross-fire has resulted in complete retro- 
gression, and in numerous cases, in a prolongation of 
life. In 27 of such cases in 1918 there were only 8 
deaths. The rest of the patients were discharged 
from the records by May 1, 1919. 

The technique followed by the author is given in 
detail and 8 case reports are appended. The con- 
clusions drawn are as follows: 

Practically all of the patients treated by com- 
plete radiation of the local lesion and the lymph- 
atic and other involved tissue in the paramet- 
rium pass through a period of improvement. 
In all but the more advanced conditions this 
improvement consists of a disappearance of the 
ulceration, a lessening or entire disappearance 
of the discharge, a gain in weight, and a general 
improvement in health. Undoubtedly life is pro- 
longed. In a number of cases there is some slight 
degree of rectal irritation, beginning a week or ten 
days after treatment and lasting two or three weeks. 
In a few instances there is a fibrosis of the pelvic con- 
nective tissue, especially at the base of the broad 
and uterosacral ligaments. When this bridge of 
tissue constricts the rectum to any marked degree a 
fistula communicating with the vault of the vagina 
forms above it. When this occurs all pain is re- 
lieved and the patient gains at once and is not 
nearly as miserable as might be expected. 

After a longer or shorter time of well-being follow- 
ing the treatment many patients have further de- 
velopment of cancerous tissue behind the vault of 
the vagina. In the effort to save those that have a 
retrogression after six or eight months, the author 
has pushed the radium treatment of the para- 
metrium, both by vaginal and by surface radiation 
to the highest limits of safety and has thereby caused 
in many who now appear to be free from cancer 
various types of pelvic sclerosis, both mild and 
severe, 

The method in use makes it possible to give the 
entire treatment in a forty-eight hour period and 
with only moderate discomfort to the patient. In 
most instances the local slough and signs of irritation 
in the vault of the vagina, seen so frequently follow- 
ing the use of the older method, are now absent. 

The most spectacular results in the entire series 
were those of the 4 Wertheim operations which 
followed a month after the radiation. In 3 of these 
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no cancer cells were found in the uteri or the para- 
metrial tissue that was removed, while in the fourth 
case only a few markedly hydropic and degenerated 
cancer cells were present in the parametrium. 

From the results in cases of cancer of the uterine 
body it would appear to be necessary to remove the 
uterus after a preliminary radiation or, when this is 
inadvisable, to radiate the entire pelvis as completely 
as is done in cases of cervical tumor. 

The results in cases of recurrent cancer following 
a hysterectomy are very promising. It should be 
understood that it is as important to radiate these 
patients immediately after operation as it is to 
operate early in the course of the disease. 

So great has been the palliation from the radium 
that it may be said that no uterine cancer case re- 
ceives proper treatment without thorough radiation 
of the tissues of the pelvis. | Epwarp L. Cornett. 


Janeway, H. H.: The Treatment of Uterine Cancer 
by Radium. Surg., Gynec. & Obst., 1919, xxix, 242. 


The writer briefly reviews the published statistics 
regarding the radical removal of the uterus in cases 
of cancer. For convenience, these statistics are ar- 
ranged in three tables showing the number of cases, 
the percentage operability, the operations, the 
mortality, the number of traced cases from three to 
five years after operation, the cures, the name of the 
surgeon, and the type of operation. From this 
study the author concludes that the radical opera- 
tive treatment of cancer has not proved satisfactory 
in that such a comparatively small percentage of 
— are operable and the immediate mortality is 

igh. 

Also reviewed are the published reports on the 
treatment of uterine cancer with radium. Janeway 


' agrees with other writers in regard to the impor- 


tance of radium asa therapeutic agent in this condi- 
tion. He reports 17 cases of carcinoma of the cer- 
vix, 12 clinically cured to date, from three and one- 
third years to six months after treatment. In 4 
cases of recurrent carcinoma of the cervix, 2 of the 
patients were clinically cured sixteen and twenty- 
five months after treatment, respectively, and 1 was 
improved. Of 4 cases of carcinoma of the fundus, 
2 were clinically cured fourteen and twenty-one 
months after operation, respectively. In 5 cases of 
carcinoma of the external genitals, 3 patients have 
been clinically cured to date, twenty-one and six- 
teen months after treatment was begun, 1 is im- 
proved, and 1 unimproved. 

The article gives a brief résumé of the dosage, the 
hours of exposure, and the method of applying the 
radium as reported by different writers. In his own 
work Janeway has used single applications of radi- 
um, dividing it into three or six capsules which are 
applied at different points to insure cross-fire radia- 
tion. 

The methods of application employed are de- 


‘scribed as follows: 


“For cancer of both the fundus and the cervix we 
advise the use of three of these tubes containing 150 
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milligrams of radium and inserted in the uterocervi- 
cal canal, arranged end-to-end in a long rubber tube. 
For cancer of the cervix three additional tubes are 
placed against the cervical ulcer. The tubes placed 
against the cervical ulcer should be distributed 
evenly over its surface and the best method of retain- 
ing them in such a position is by embedding them 
within a mold of the cervical ulcer and vagina made 
of dental modeling compound. This compound is 
the preparation which dentists use for obtaining 
impressions of the teeth. Placed in hot water, it 
becomes soft like putty, and in this condition may 
be inserted into the vagina. Left there, it cools to 
the body temperature at which it becomes hard 
enough to retain its shape. It forms, therefore, a 

erfect mold of the interior of the vagina and may 
[ easily removed and re-inserted, and when re- 
inserted it always finds the same position in the 
vagina. Upon this mold is an impression of the 
cervical ulcer. The three radium tubes may be em- 
bedded at equal distances from each other within 
the area of the mold which shows the impression 
made by the cervical ulceration. When the mold 
then is re-inserted into the vagina, these tubes come 
into accurate apposition and are evenly distributed 
over the ulcer. This mold serves an additional func- 
tion in holding the vaginal walls, and with them the 
bladder and rectum, away from the cervix and the 
radium lying against it, and thus protects these or- 
gans from burning. If the radium is so placed that 
it comes into dangerous proximity to the bladder 
and rectum, a piece of lead may be embedded 
behind it, in the opposite surface of the mold, thus 
still more completely insuring the protection of the 
bladder and rectum. An absolute protection of the 
bladder and rectum and overhanging vaginal walls 
is not desirable. Schottlaender and Kermauner 
have shown that in a definite percentage of cases of 
cancer of the cervix, metastatic extensions are 
already present in the vaginal walls, at some dis- 


‘tance from the cervix. It is, therefore, not desirable 


to protect the vagina too strongly when applying 
radium to the cervix. 

“Some protection is advantageous because in its 
absence disagreeable bladder and rectal tenesmus 
and discomfort from burning in the vagina can fol- 
low strong applications to the cervix. The cervix 
itself is practically insensitive to strong treatment. 
I have found that the separation of the vaginal walls 
by the dental molds is sufficient and yet allows a 
desirable amount of radiation of the vagina. 

“Special provision for directing strong radiations 
against the broad ligaments with a comparative 
neglect of the anterior and posterior parametrium is 
probably unsafe as compared with a uniform radia- 
tion of all the parametrial tissue. 

“The distribution of the radiations should, there- 
fore, be made as diffuse as possible around the cervi- 
cal ulcer as a center. 

“ Attempts to supplement the internal treatment 
of uterine cancer for the purpose of more effectively 
reaching extensions into the uterus, broad ligaments, 
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and lymph nodes by the application of heavily fil- 
tered radium over the abdomen are of undeter- 
mined value.” C. H. Davis. 


Vital Aza: The Treatment of Uterine Cancer with 
Radio-Active Substances (Tratamiento del c4ncer 
uterino mediante el empleo de las sustancias radio- 
activas). Med. Ibera, 1919, N&mero extraordi- 
nario, 1 Cong. nac. de med. y cirug., 62. 


Radio-active substances cause atrophy and death 
of neoplastic epithelial cells by diminishing and 
suspending mitosis. This destruction is followed by 
very active proliferation of the connective tissue 
leading to cicatrization by which the loss in the 
tissues is made up. Clinically the author has ob- 
served cures of epithelial neoplasms by the use of 
radium and mesothorium. 

In gynecology limited or operable cancers of the 
uterine cervix are influenced favorably by radium 
treatment, the figures being clinical cures in 80 
per cent of the cases and cures continuing for more 
than three years in 50 per cent. Inoperable cancers 
of the cervix are clinically cured in 58 per cent of the 
cases and in 38 percent appear to remain cured after 
a period of three years. 

Cancers of the body of the uterus should still 
be treated chiefly by the surgeon when there are 
no conditions of a general nature to prevent it. 

Roentgen-ray treatment may be combined with 
radium treatment. Chemotherapy is also an 
efficacious adjunct to radium treatment as it sen- 
sitizes the epithelial cells. 

Postoperative recurrences should be treated 
with radium, mesothorium, or roentgen rays but the 
chance of cure is small. 

When there is co-existence of uterine cancer and 
pregnancy radium therapy may be tried with success. 

In summarizing, the author states that he is far 
from considering that the problem of uterine cancer 
is cleared up by radium therapy since as yet the 
mortality is very high. However, as the death rate 
in cases treated by operation is equally high, radium 
treatment is justified not so much by its paltry 
successes as by the failures of surgery. 

M. M. Marrutes. 


EXTERNAL GENITALIA 


Legueu, F.: The Transperitoneovesical Route in 
the Treatment of Certain Vesicovaginal Fis- 
tulz (De la voie transpéritonéovésicale pour la 
cure de certaines fistules vésico-vaginales). Ann. 
de gynéc. et d’obst., 1910, xliii, 414. 


Legueu refers especially to operative vesico- 
vaginal fistule following total hysterectomy. His 
operative technique is divided into five stages. The 
first stage consists in splitting the posterior bladder 
wall by a median incision carried to the mucosa and 
as far as the vagina. The vagina is opened and the 
fistula laid bare from the bladder to the vaginal 
orifice. In the second stage the bladder orifice is 
separated from the vaginal orifice. In the third 
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stage the upper extremity of the vagina is sutured 
with silk. In the fourth stage the bladder is sutured 
in several planes, i.e., a catgut suture which includes 
the mucosa and part of the muscular layer, a silk 
suture of the muscle and serosa, and a third row of 

ritonization sutures. The last stage is the periton- 
ization of the bleeding surfaces. If possible, the 
upper vaginal stump is peritonized under the 
peritoneum of the broad ligament. 

Legueu has operated upon 12 cases in this way, 
11 of which were operative fistule following abdom- 
inal hysterectomy and 1 an obstetrical fistula. There 
was one death. The patient who died had a bladder 
——— the size of a 5-franc piece following a 

ysterectomy. Death was due to anuria and 
uremia, but the ureters were not involved by the 
ligatures and the bladder was not cut. The result 
would have been the same if any other method had 
been followed. The other 11 patients recovered 
without incident, recovery being immediate and 
complete. 

The method described is rarely indicated in cases 
of obstetrical fistula as generally they are situated 
too low. It is of greatest value for fistula situated 
high, especially those following total abdominal 
hysterectomy. W. A. BRENNAN. 


Koster, H.: An Operation for the Restoration of 
the Rectovaginal Septum. Am. J. Obst., 1919, 
Ixxx, 173. 

The operation described was devised by Weisbrod 
of Brooklyn fifteen years ago. The various steps 
are illustrated. It has been used in the treatment of 
more than 2,000 patients, a considerable percentage 
of whom were subsequently followed through labors 
in the obstetrical service at the same institution. 
The results as regards elasticity of the repaired parts 
were most gratifying. Excluding the customary 
breakdowns incident to infection in the usual small 
percentage of cases, the operation has not failed to 
accomplish the desired result, namely, reconstruction 
of the rectovaginal septum with permanent obliter- 
ation of the rectocele. E. L. Cornet. 


MISCELLANEOUS 


Dalché, P.: The Pituitary Gland in Gencestogy 
(L’hypophyse dans le traitement des maladies des 
aT Rev. mens. de gynéc. et d’obst., 1919, xiv, 
105. 

Dalché reviews the physiological action of pituitary 
extracts, i.e., their vasoconstrictive and coagulati 
power and slight tendency to increase the bl 
pressure. 

In clinical therapeutics the genital condition 
which most frequently indicates treatment with 
pituitary extract is metrorrhagia. It should be 
remembered that the action of the pituitary gland 
is especially marked during menstruation. The 
hyperovaria of puberty which is manifested by 
metrorrhagia is therefore one of the first indications 
for the use of pituitary extract. 
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Utero-ovarian hyperemia in the young is another 
indication, as well as certain cases of congestive 
dysmenorrhea and menstrual ovaritis. 

-At the time of the menopause pituitary extracts 
are of value in the treatment of uterine sclerosis. 
While this condition is observed at every age, it is 
more frequent in the old. 

During the period of genital life from puberty to 
the menopause, the most important indication is the 
hemorrhage due to fibroids. In bleeding fibroids 
pituitary extracts are a most useful medicament. 
Also in intermenstrual dysmenorrhcea, as well as 
certain general disturbances of genital origin 
eo , obesity) the extracts will be found of 
value 

Dalché does not use injectable extracts. He 
prefers powders to be taken by mouth. The dosage 
recommended is from 20 to 40 centigrams per day. 
He often combines the pituitary extract with other 


‘ glandular extracts, i.e., those of the ovary, thyroid, 


etc., according to the indications. 
W. A. BRENNAN. 


Recaséns, S.: Menstrual Psychoses (Psfcosis men- 
struales). Med. Ibera, 1919, NGmero extraordinario, 
1 Cong. nac. de med. y cirug., 67. 


Menstruation frequently produces psychic disturb- 
ances which range from melancholic depression to 
acute mania. 

The pathogenesis of such psychic changes of men- 
strual origin is rooted, probably, in a derangement of 
the equilibrium of the hormones due to endocrine 
insufficiency and especially an insufficiency in the 
secretion of the ovary. 

The manifestations of psychic disturbance occur 
in oligomenorrhcea or complete amenorrhoea; ovar- 
ian hyperfunction does not produce them. 

The acute mania of menstrual origin appears on 
the days preceding the menses and diminishes or 


disappears slowly some days after the termination 


of the period. 
Menstrual psychic disturbances very frequently 
accompany sclerocystic ovaritis and genital hypo- 


plasia. 


The psychic states which appear to be related to — 


the menstrual function may be prevented or 
corrected by opotherapy, especially homologous or 
homorganotherapy. 

The use of grafts of human ovaries is an efficacious 
method of curing this type of nervous condition. 
Arsonvalization and, in general, the use of high 


frequency currents in conjunction with opotherapy 
are curative means giving excellent results in acute 
and intermittent cases. 

Extirpation of the nymphz and clitoridectomy 
are of no value whatever. M. M. Martruaies. 


Neel, J. C.: The Etiology and Treatment of Cysto- 
cele. Surg., Gynec. & Obst., 1919, xxix, 320. 


The author gives a brief statement regarding the 
cause of cystocele and advocates a lapping-over of 
vesicovaginal fascia according to the general scheme 
of repairing herniz in other portions of the body. 
He describes the technique of his operation as 
follows: 

The cervix is drawn down and a deep transverse 
incision is made just below the bladder wall, through 
the vaginal mucosa and the underlying fascia. The 
proximal flap is caught with forceps, care being 
taken to include the fascia. With a pair of blunt 
scissors, preferably the Mayo type, the dissection 
is carried between the muscle wall of the bladder and 
the fascia to the urethra. A median incision is then 
made and the bladder is dissected free from the cer- 
vix and fascia and displaced upward to its normal 
position. This section is carried out by a small piece 
of gauze over the finger, the pressure being applied 
chiefly over the fascia and the edge of the bladder. 
The fascial and mucosal edges are then caught 
separately with clamps and the separation is begun 
by sharp dissection, care being taken to locate the 
proper layer in order to preserve the entire fascia. 
By blunt dissection the separation is carried well up 
to the pubic bones on either side. The remaining 
steps of the operation are identical with those em- 
ployed in the treatment of hernia. The two flaps 
of fascia are overlapped by mattress sutures of No. 2 
chromic catgut which are placed as close as possible 
to the pubic bones. The excess mucosa is then ex- 
cised and the cut edges are approximated with a run- 
ning suture of catgut. 

The author states that this operation was first 
— by him in July, 1916. Since that time 

e has employed it in all cases of cystocele and in 
none has there been even the slightest tendency 
toward a recurrence. Recently he saw a delivery 
at term of a patient upon whom he had performed 
this operation one and one-half years previously. 
The labor was not delayed, the bladder did not 
appear in sight during the entire delivery, -_ there 
was no tearing of the anterior vaginal wall 

C. H. Davis: 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Emge, L. A.: Pregnancy after Uterine Suspension. 
California State J. M., 1919, xvii, 320. 


The author reports a series of cases following 
ventral suspension which were observed in the Stan- 
ford Woman’s Clinic. ‘All types of suspension 
operations are represented in the series, including 

e Webster, Gilliam, Kelly-Neel, Coffey, and 
ventral, and 17 cases in which the type was unknown. 
A total of 35 cases are tabulated. Twenty of the 
women were delivered normally and thirteen (37% 
per cent) had dystocia which in 7 cases (20 per cent) 
necessitated operative deliveries. Of the operative 
cases 4 were high forceps cases, while in 2 a version 
was done and in 1 a cesarean section. None of 
the patients experienced undue difficulty during 
pregnancy. 

The writer believes that experience has shown 
that much obstetrical pathology, such as spontaneous 
abortion, placenta previa, atypical presentation 
due to distortion of the uterus, difficult labor re- 
quiring operative interference, inability of the 
cervix to dilate on account of faulty anatomical 
position, the early formation of Bandl’s ring, and 
the dangerous thinning out and sacculation of the 
posterior wall of the fundus, are attributable to 
ventral suspension and the commonly associated 
fixation. 

Treatment varies from simple corrective measures 
to difficult operative interference. If the distortion 
of the uterus is such that delivery is doubtful, 
classical cesarean section will always be the most 
hopeful procedure. 

In closing, the writer emphasizes his belief that 
the child-bearing age and suspensions which may 
fix the uterus to the anterior abdominal wall are 
incompatible. H. K. Grsson. 


Beck, A. C.: The Treatment of Extra-Uterine Preg- 
nancy after the Fifth Month. J. Am. M. Ass., 
1910, lxxiii, 962. 

From a study of 262 cases of extra-uterine preg- 
nancy operated upon after the fifth month, the author 
comes to the following conclusions: 

There is very little added risk in delaying the 
operation until the thirty-eighth week if the patient 
is kept under observation. 

Interference at the thirty-eighth week offers the 
best opportunity for the survival of the child. 

Preliminary preparation for the treatment of 
hemorrhage should precede operation. 

Before attacking the placenta a careful explora- 
tion should be made. 

Removal of the placenta gives the best results. 
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The conditions which favor removal of the pla- 
centa are: (1) its attachment by a pedicle which can 
be ligated; (2) easy exposure of the ovarian and 
uterine extremities of its blood supply; and (3) easy 
exposure of the ovarian extremity of its blood 
supply on the side involved and sufficient accessi- 
bility of the uterus to permit a hysterectomy from 
the opposite side and ligation of the uterine end 
of the placental supply. 

Preliminary ligation of the vessels supplying the 
placental site should precede all attempts at removal. 
When preliminary control of these vessels is im- 
possible, the placenta should be left in the abdomen. 

Closure of the abdomen without drainage is 
indicated when’ hemorrhage and infection are ab- 
sent, even though the placenta is not removed. The 
retained placenta will ultimately be absorbed. 

There is a slight danger of secondary hemor- 
rhage, and occasionally there may be infection from 
the adjacent intestines before absorption is complete. ° 

These complications will necessitate a second 
operation. If suppuration takes place, drainage 
may be obtained through the vagina. 

Marsupialization should be limited to cases in 
which the removal of the placenta is contra-indi-' 
cated and the presence of infection requires drain- 
age, or in which hemorrhage necessitates the use of 
a tampon. 

Continuous drainage invites infection in these 
cases, as is shown by the results obtained when this 
was a procedure of choice. Epwarp L. Cornet. 


Williams, J. W.: An Early Ovum in Situ in the Act 
of Aborting. Am. J. Obst., 1919, Ixxx, 269. 

The s en described was contained in a uterus 
nana by supravaginal amputation. It was of 
interest because it represented an early human 
ovum removed thirty-eight days after the cessation 
of the last period; because it was already hopelessly 
abnormal and represented the youngest stage of 
hydatidiform mole with which the author was famil- 
iar; and because it was in the act of aborting and 
gave important information concerning the mechan- 
ism of abortion. 

In the first 180 of the goo serial sections it was 
found that the egg lay free in the uterine cavity and 
consisted merely of a chorionic membrane devoid of 
villi which enclosed a relatively large coelomic 
cavity. The former was separated from the surface 
of the decidua vera by coagulated blood. In the 
next 120 sections the ovum was found to be enclosed 
between a quite thin decidua capsularis on one side 
and a thin layer of compact decidua on the other, 
which latter was separated from the main compact 
layer by a narrow slit covered on either surface by 
cuboidal epithelium. In this area a few villi pro- 
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Diagram constructed at right angles to the plane of the serial sections showing the 
ovum partly free in the uterine cavity and partly embedded in the compact layer of the 


decidua. D. C.: Decidua capsularis. D. V.: Decid 


jected from the periphery of the chorionic membrane. 

‘In the next 300 to 350 sections, the decidua capsu- 
laris was thicker and the lower surface of the egg 
directly in contact with the compact layer of the 
decidua basalis which became thinner so that 
eventually the glands of the spongy layer of the de- 
cidua became visible. At the same time the 
chorionic villi became more abundant and more 
complicated in structure, while the coelomic cavity 
became smaller and smaller and eventually was re- 
duced to a small slit. Following this, the remaining 
sections showed that all that was left of the egg was 
deeply embedded chorionic villi and in the section 
following even these had disappeared. In this 
portion of the specimen the decidua capsularis was 
relatively thick, while the opposite surface of the 
egg was in contact with the spongy portion of the 
decidua basalis. 

The author attempted to reconstruct these con- 


ditions in the accompanying diagram which repre-. 


sents roughly the relative participation of the 
several portions of the egg. In studying this dia- 
gram it should be borne in mind that the sections 
were cut at right angles to the plane represented. 
It clearly shows that the proximal pole of the ovum 
lay free in the uterine cavity, while its other four- 
fifths were enclosed within the compact layer of the 
decidua and came nearer the spongy layer as the 
distal pole was approached. 

This was a very early abortion in progress. One 
pole of the decidua capsularis had ruptured and the 
corresponding pole of the ovum was being extruded 
through the defect while the opposite pole still 
retained its organic connection with the adjacent 
decidua. Epwarp L. CornELL. 


Morse, A.: Experimental Reproduction of Pre- 
mature Separation of the Placenta. Am. J. 
Obst., 1919, Ixxx, 283. 

The intramuscular lesions of the uterus in pre- 
mature separation of the placenta are not provoked 
by an acute distention of the uterine cavity. They 


ua vera. 


a upon obstruction of the uterine circulation. 
When such an obstruction is produced artificially 
in rabbits by ligating the veins of one horn of the 
bicornate uterus, the lesions resulting are identical 
with those in women with premature separation 
of the placenta. Similar lesions are observed also 
following simple rotation of the uterus. 

The primary lesion in placental separation is an 
engorgement of the decidual sinuses and a hem- 
orrhagic extravasation into the decidua. The 
intramuscular hemorrhages occur as a secondary 
lesion when the circulatory disturbance is excessive. 
Probably the excessive mobility of the uterus pre- 
disposes to a similar, though spontaneous, acute 
constriction of the veins of the broad ligament in 
women advanced in pregnancy. The albuminuria 
which sometimes accompanies placental separation 
is probably secondary to the disturbance in the 
uterine circulation and not an indication of a pri- 
mary nephritic toxemia. Epwarp L. CorneELt. 


Pellissier, P.: The Epidemic of Influenza, 1918- 
1919, in the Tarnier Clinic (L’epidémie de 
grippe, 1918-1919 a la clinic Tarnier). Arch. mens. 
d’ost. et de gynéc., 1910, viii, 28. 

In the Tarnier obstetrical clinique at Paris during 
1918-1910, 75 cases of influenza were observed in the 
course of pregnancy or labor. 

In these cases the form of the epidemic was almost 
exclusively pulmonary. Of the 75 women, 16 died, a 
mortality of 22 per cent. 

Labor occurring in the course of influenza, and 
particularly at its beginning, aggravated the disease. 
The aggravation consisted in an increase of the pul- 
monary and cardiac disturbances as well as in the 
phenomena of intoxication of the organism. 

Genital infection did not appear to be more fre- 
quent among patients with influenza. 

The lacteal secretion was not interfered with by 
the disease. 

Hemorrhages were not particularly frequent 
before or after labor. 
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Neither the progress of the labor nor the delivery 
was modified in influenza patients. Except when 
the condition of asphyxia of the mother indicated 
that efforts at expulsion should be avoided, there was 
no more than the usual intervention. 

Abortion occurred in 20 per cent of the cases and 


‘premature delivery in 77 per cent. 


Of 27 infants born prematurely from the seventh 
month there were 11 still-births or deaths imme- 
diately after birth (52 per cent). Five of 20 infants 
born at term were dead (25 per cent). Two, which 
were born alive, became diseased and recovered 
(10 per cent). Among 5 infants from 1 month to 6 
months of age there were 3 deaths (40 per cent). 
One of the 2 remaining infants was attacked by the 
disease but recovered. 

The facts suggest to the author that when in- 
fluenza shows its maximum intensity in a woman 
gravid less than six months, it causes her death 
before the expulsion of the foetus. In severe cases 
it often kills the foetus, 

When the pregnancy is advanced from seven to 
eight and one-half months the very severe forms of 
influenza cause the death of the foetus first and 
then of the mother before premature delivery is 
produced. Premature delivery is most frequent at 
this period of the pregnancy. It is not accom- 
panied by any obstetrical complications, but the 
condition of the mother is aggravated. 

W. A. BRENNAN. 


Anderodias, J.: Influenza of Pulmonary Type and 


Pregnancy (Grippe 4 forme pulmonaire et _ 
sesse). Rev. mens. de gynéc., d’obst. et de pédiat., 


1919, XiV, 201. 

The recent epidemic of influenza has again demon- 
strated the gravity of this disease when it attacks 
the pregnant woman. The author gives short his- 
tories of 29 cases observed between August, 1918 
and March, 1919. The prognosis was more unfavor- 
able than in previous epidemics of this nature, the 
mortality being 34 per cent. This figure is sup- 
ported by the replies to inquiries made of other 
obstetricians. 

The 29 cases reported were cases of influenza with 
pulmonary complications and in all the period of 
pregnancy was at or beyond the fourth month. The 
predominating form of pulmonary complication was 
either a uni- or a bilateral pneumonia. Of 8 patients 
with double bronchopneumonia, 5 died; of 13 with 
unilateral bronchopneumonia, 4 died; of 3 with 
pulmonary congestion, 1 died. There were no 
deaths in 5 cases of simple bronchial influenza. 

Of 11 of these women who either aborted or had 
a premature delivery, 6 died and there was no abate- 
ment of the symptoms in any case after the expul- 
sion of the foetus. The latter rather aggravated 
the condition. In 6 cases in which the disease caused 
the death of the foetus in the uterus, 5 of the women 
di 


ed. 
The effects of influenza epidemics generally on 
the development of pregnancy is a matter concern- 


ing which opinions are much divided. The effect of 
any particular epidemic as regards the termination 
of pregnancy is a function of the severity of the in- 
fection and of the complications arising from it. 

Several of the women in the author’s 29 cases 
were near term at the time of the influenzal attack. 
Of 8 women less than seven months pregnant, 3 
aborted; of 16 pregnant longer than seven months, 
7 were delivered prematurely. 

With regard to the question as to why influenza 
so often interrupts pregnancy, the author is inclined 
to believe that the answer must be sought in the 
toxins formed by the infecting bacteria which act on 
the nerve centers and the uterine muscle fibers. The 
intoxication alone is sufficient to cause the death of 
the foetus within the uterus. 

In the 29 cases 3 of the women did not come to 
labor during the disease period but went to term 
and were delivered of healthy infants. In the other 
26, 16 infants survived. In 9 cases the foetus died 
in the uterus-or the mother died undelivered. One 
infant which was born prematurely died after fifteen 
days. The proportion of the infants saved, i.e., 61 
per cent, is sufficiently high to show that the bacteri- 
al toxin is not always fatal to them even in very 
severe infections. In 3 cases in which the mothers 
died from the attack the infants lived. 

The treatment employed has been venesection 
subcutaneous or intravenous injections of electrar- 
gol, fixation abscesses, and camphorated oil in large 
doses. Induced labor is ‘not recommended. ' 

W. A. BRENNAN. 


Delle Chiaie, S.: Sterilization of the Woman in 
Cesarean Section (Sulla sterilizzazione della 
donna nel parto cesareo). Riforma med., 1919, xxxv, . 

Della Chiaie is not a partisan of the systematic 
sterilization of a woman destined to repeated 
cesarean sections. There should be other factors 
beside the patient’s wishes and the possibility of 
danger (which latter he believes is exaggerated) 
to justify such a procedure. In 15 cases of repeated 
cesarean operation he has sterilized the patient in 
only 5 instances. He finds most methods of steriliza- 
tion faulty. In his most recent operation he uses a 
method of his own which, beside being very simple 
to execute, is more trustworthy as to its efficiency 
and has the advantage that it does not alter the 
topographical relations between the uterus and the 
adnexa. This technique is as follows: 

1. The tube is detached from the corresponding 
uterine horn by two incisions, one anterior and the 
other posterior, made as if a small wedge of muscular 
tissue were to be removed. 

2. At about a centimeter in front of the tubal 
angle a buttonhole is opened in the uterine wall 
with care to avoid injuring the round ligament and 
penetrating into the cavity of the organ. 

3. The extremity of the tube detached from its 
normal insertion is grafted into the new trajectory 
by fixing it with two or three silk sutures. 
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. - The same manceuvre is done on the opposite 
side. 

This short operation resembles the salpingo-utero- 
anastomosis as practised by Walkins from which it 
differs only in that the author resects the tube. 

In the two cases in which the operation has been 
done it has prevented pregnancy for three years and 
two years respectively. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Jegge, E.: The Complications from Ob- 
stetrical Examinations and the Value of Ex- 
ternal Manipulation (Das Risiko der inneren 
geburtshilflichen Untersuchung und ihr Ersatz 
durch aeussere Verfahren). Cor.-Bl. f. schweiz. 
Aerzte, 1919, xlix, 1033. 


The morbidity rate of the puerperium still varies 
from 5 to 20 per cent despite the very great pre- 
cautions for asepsis taken during recent decades. 
Jegge believes that this is due principally to the 
spontaneous infection of the patient herself as it is 
impossible to render the vagina absolutely aseptic, 
especially in multipare. Since the introduction of 
rubber gloves the morbidity has decreased only by 
from 1 to 2.5 per cent. 

In the year 1917, in the Frauenspital, Basel, 500 
parturients were examined internally with every 
precaution and their condition compared with that 
of 500 others not so examined from 1914 to 1917. 
These included only cases of spontaneous delivery. 
The tabulated results given by Jegge show that the 
morbidity was considerably higher in the women 
who were subjected to internal examination than in 
those not examined in this way, being 8.5 per cent 
in the former and only 5.2 per cent in the latter. 

These findings have led to the discontinuance of 
such internal examinations. 

By methods described by Jegge the desired obste- 
trical information is obtained in 95 per cent of the 
cases without a vaginal examination. The degree 
of dilatation of the os may be ascertained almost as 
well per rectum as by way of the vagina. While the 
rectal route does not give information as to the ex- 
ternal os, this can be found by palpating the con- 
traction ring, the ridge where the thick non-elastic 
body of the uterus joins the cervix. The latter is an 
elastic tube which, as it stretches, pushes the cir- 
cular contraction ridge or band before it. The 
palpating finger can follow this band and its height 
is an index of the increasing diameter of the os. 
Jegge’s experience with this method of palpation has 
demonstrated that it is instructive and reliable in 
or per cent of cases. It failed absolutely in only 4 

cent. 

The author insists that by using the various ex- 
ternal methods of examination the internal examina- 
tions through the vagina may be entirely avoided 
in almost every case. The internal examination 
should be resorted to only when indications call for 
rapid and special methods of delivery or when the 
findings by external manceuvres are too vague to 


- effect. 


give the necessary. information. Generally obste- 
tricians fail to recognize the risks they run by re- 
sorting to internal examinations, especially in cases 
in which pelvic anomaly or placenta previa may 
render a cesarean operation necessary. 

W. A. BRENNAN. 


Wilhelm, F. E.: The Hour-Glass Uterus. J. Mis- 
souri M. Ass., 1919, Xvi, 295. 

Wilhelm reports six cases of hour-glass uterus and 
states that this condition should be suspected in 
obstetrical cases when, though the passage and 
pros are normal, the child does not descend. 

n five of the author’s series of cases manual dilata- 
tion of Bandl’s ring which was about the neck 
and version under deep ether anesthesia were fol- 
lowed by extraction. All of the infants were born 
dead. In the sixth case, dilatation was easier and 
= ng were applied. In this instance the child was 
alive. 

Hour-glass contraction of the uterus may occur: 
(1) in front of the entire foetus; (2) about some part 
of the foetus; (3) following delivery of the foetus 
and ahead of the placenta; and (4) following one 
twin and ahead of the second child. The author’s 
conclusions are: 

1. Foetal mortality in cases of hour-glass uterus 
is high. 

2. Hour-glass uterus is most apt to occur in 
primipare. 

3. Little danger to the mother results from 
manual dilatation and delivery. ‘ 

4. The best results are obtained when the 
diagnosis is made early. 

5. Cesarean section is the method of choice 
when the ring is ahead of the entire foetus. 

6. The contraction ring occurs most often in 
prolonged labors with malposition of the foetus, 
though the ring may be the cause rather than the 

W. F. Hewitt. 


PUERPERIUM AND ITS COMPLICATIONS 


Copeland, G. G.: The Treatment of Pu 
Septicemia. A Special Consideration of In- 
travenous Sterilization with Chlorazene and 
Eusol. Canadian Med. Quart., 1919, ii, 407. 


More than 8,000 women die every year in North 
America from puerperal sepsis and the writer 
believes that 95 per cent of the appalling mortality 
and morbidity is preventable by a minimum of 
interference and a flawless technique in the treat- 
ment of obstetrical cases. 

In 75 per cent of cases a vaginal examination dur- 
ing labor is not necessary as the presentation, the 
descent of the presenting part, the dilatation, soft- 
ness, and thickness of the cervix, and the state of 
the membranes may be ascertained by combined 
abdominal and rectal examination. The vulva 
should be shaved and an abundance of soap and 
water and an efficient antiseptic solution should be 
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used, care being taken that no contaminated fluid 
enters the vagina. Other treatment should consist 
in general measures, rest in bed, sunlight, fresh 
air, easily digested food, plenty of water, large 
doses of quinine (later iron), and if the stomach will 
tolerate it, a fresh yeast cake. If the stomach is 
upset, glucose may be given by rectal drip, inter- 
stitially, or intravenously. 

The writer knows of no better method of bracing 
a starving and toxic heart than the use of 200 grams 
of glucose in 1,000 cubic centimeters of saline solu- 
tion sterilized by boiling and given interstitially. 
Elimination by the. kidneys, bowels, and skin 
should be stimulated but the patient must not be 
exhausted by excessive purgation. Special toxins 
and bacteria may be eliminated from the genital 
tract by posture. The uterus should not be entered 
except for the treatment of hemorrhage. Retained 
membranes and bits of placenta will drain out with 
the lochia. If in cases of blood-stream infection it is 
certain that a considerable piece of placenta is 
retained and conditions are favorable for its removal, 
it might be advisable to clear it out with the gloved 
finger covered with sterile gauze and employ con- 
tinuous irrigation with Carrel-Dakin solution in 
the manner described by Sherman. In the absence 
of blood-stream infection one should hesitate before 
entering the uterus as this procedure might convert 
a local infection into a general infection. It is almost 
impossible to touch the interior of the uterus without 
dislodging infected thrombi into the blood stream 
and breaking down the wall of leucocytes. Chloro- 
form should not be used as an anesthetic as it 
destroys the white blood cells. 

If septic foci develop, as in pelvic cellulitis, they 
should be dealt with by recognized surgical methods 
at the opportune time. If a definite diagnosis can 
be made and conditions and experience warrant it, 
the ligation and removal of thrombosed and infected 
veins may be productive of much good but is a risky 
procedure unless the surgeon is skilled and familiar 
with this special region. 

When the specific organism has been demonstrated 
in the blood stream by smear or culture or when the 
clinical course indicates its probable existence, a 
stock antitoxic serum may be of great value if given 
early and in large doses. However, the author be- 
lieves that this is of greater value when the bacterial 
toxins are being absorbed rather than when the 
organisms themselves are being thrown into the 
blood stream. When the temperature is rapidly 
falling the serum should be withheld for a time at 
least as bad results have been reported following its 
administration under such conditions. 

The author has been unable to obtain consis- 
tently good results with colloids of gold and silver 
given intravenously. On the basis of his own experi- 
ence and that of many others, he believes that we 
have now powerful therapeutic agents in certain 
chlorine compounds. The intravenous injection 
of chlorazene (chloramine-T), eusol, and certain 
arsenic preparations such as salvarsan, galyl, 


arsphenamine, diarsenol, etc., has proved beyond 
a doubt that they are powerfully germicidal. The 
author’s results with chlorazene, and to a very 
limited extent with galyl, have been strikingly good. 
To his knowledge no bad effects have been noted 
following the administration of chlorazene, although 
he has heard of one death following the intravenous 
injection of undiluted eusol. This cannot be said 
of salvarsan and its allied products. Carrel-Dakin 
solution when given intravenously ‘has caused 
hemolysis. 

The author reports one case in his series in which 
a rigor and a temperature of 103 degrees Fahrenheit 
on the second day postpartum were followed on the 
third day by a temperature of 105 degrees. The 
blood culture was teeming with virulent streptococci. 
After an intravenous injection of chlorazene, 
there was another rigor, the temperature rose to 106 
degrees, and the woman appeared to be in extremis, 
but on the following day the temperature fell to 
97 degrees and further blood cultures proved nega- 
tive. 

The article is summarized as follows: In the 
majority of cases the uterus should be left alone. 
Glucose in saline solution given intravenously or 
interstitially is an excellent food and stimulant for 
a toxic and starved heart. The intravenous injec- 
tion under strict asepsis of 13.8 grains of chlorazene 
dissolved in 100 cubic centimeters of cold sterile 
water diluted with physiological saline solution to 
400 cubic centimeters and brought to blood heat 
seems to kill the streptococcus and several other 
organisms in the blood-stream infection and also to 
destroy the toxins, This will constitute a cure if re- 
infection does not occur. If necessary, it may be 
repeated in four or five days. The dose mentioned 
is a maximum dose; smaller doses have also been 
effective. Eusol may be given intravenously diluted 
four times with sterile saline solution. Death follows 
the administration of undiluted eusol. 

The author reports twelve cases in which there 
were two deaths, one due to streptococcic bacter- 
zmia and the other to infection by a Gram-positive 
diplobacillus which was not affected by the chlo- 
razene. H. K. Greson. 


MISCELLANEOUS 


Denis, W., and Talbot, F. B.: A Study of the Lac- 
tose, Fat, and Protein Content of Women’s 
Milk. Am. J. Dis. Child., 1919, xviii, 93. 


For the determination of lactose in human milk 
the authors employed the titration method based on 
the reduction of copper in phosphate solution as 
described by Folin and McEllroy. This procedure 
has an advantage over others in that it obtains the 
results in a relatively short period of time and with 
considerable accuracy and only 1 or 2 cubic centi-. 
meters of the milk are needed for duplicate deter- 
minations. Fat was determined by the methods of 
Babcock or Bloor, depending upon the amount of 
milk available. Protein was calculated from the 
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total nitrogen values obtained by means of the Kjel- 
dahl-Gunning method, using the factor 6.25. 

The experimental work consisted of determina- 
tions of the composition of the milk (1) at different 
stages of lactation; (2) at the beginning and end 
of a single nursing; (3) when the milk was taken 
practically simultaneously from both breasts; (4) 
when the milk was taken at three-hour periods 
during the course of a single day. 

The technique employed in ctinning the samples 
was as follows: 1 ounce of milk was expressed or 
drawn before the infant nursed, the infant was then 
allowed to nurse the usual time but never longer 
than twenty minutes, and another ounce of milk was 
then drawn or expressed after the infant had finished. 
In this manner samples of both fore-milk and strip- 
pings were obtained. 

The average amount of lactose in 60 samples was 
7.19 per cent. The percentage of fat in the milk 
of different women varied within wide limits, the 
lowest amount in mixed milk being 1.5 per cent and 
the highest 9.9 per cent. The protein was found to 
be highest during the colostrum period and showed a 
general tendency to diminish as lactation progressed. 
It was usually over 1.5 per cent up to the fourth 
week, and after the twelfth week it averaged below 


1.2percent. Asa rule there was more lactose at the 
beginning of nursing than at the end. The percent- 
age of fat was much greater at the end of nursing 
than at the beginning. ' The average difference in 
fat before and after nursing, however, was less than 
4 per cent, 

The results obtained from the studies reported 
are summarized as follows: 

There is a rapid increase in lactose during the 
days when colostrum changes into milk and a 
further increase as lactation progresses. The re- 
verse is true of protein. 

After the colostrum period there does not seem to 
be any relation between the stage of lactation and 
the amount of fat in the milk. 

There is a higher percentage of lactose at the 
beginning of a single nursing than at the end. Asa 
rule the percentage of fat is much higher at the end 
of nursing than at the beginning. In the amount of 
protein there is very little difference. 

Samples of milk which are taken from both 


breasts of the same woman simultaneously tend to 
have the same composition but vary in their per- 
centages of fat. 

Toward the middle of the afternoon or later the 
volume of milk tends to diminish. H. K. Greson. 
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ADRENAL, KIDNEY, AND URETER 


Colston, J. A. C., and Waters, C. A.: The Réle of 
the X-Ray in the Diagnosis of Long-Standing 
Renal Tuberculosis. Bull. Johns Hopkins Hosp., 
IQIQ, Xxx, 268. 

Colston and Waters call attention to the progress 
which has been made in the last decade in the 
investigation of diseases of the urinary tract, due 
largely to the use of the cystoscope and ureteral 
catheter. A differentiation of lesions has been made 
possible which before that time was impossible. 

There is no disease of the kidney which can be 
more certainly diagnosed by the use of these modern 
methods than renal tuberculosis. The demonstration 
of diminution in the renal function, together with the 
presence of pus cells and of tubercle bacilli in the 
catheterized specimen of urine collected from one 
side, leaves no possibility of doubt as to the condi- 
tion with which one has to deal. 

However, while in the majority of cases a diagnosis 
can be arrived at by the use of these methods, 
in many instances, especially cases of long duration, 
cystoscopy and ureteral catheterization are impossi- 
ble on account of the changes which have taken place 
in the bladder mucosa. It may be impossible to 
recognize the ureteral orifices or they may not admit 
the ureteral catheter. There are also some cases 
in which extensive ulcerative processes have led 
to such contracture of the bladder as to prevent the 
introduction of the cystoscope or render it too painful 
for the patient to bear. While in many of these 
cases tubercle bacilli may be demonstrable in the 
bladder urine, it cannot be determined in which 
kidney the lesion is located, owing to the fact that 
the ureters cannot be catheterized and in most 
cases of renal tuberculosis there are a few definite 
symptoms referred to the kidney itself. 

When it is possible to introduce the ureteral 
catheter, the diagnosis is usually easy, but there are 
types of long-standing, chronic tuberculous processes 
with sluggish ulceration in which only a few pus 
cells can be demonstrated and tubercle bacilli may 
not be found even in repeated catheterized speci- 
mens. 

In some cases in which the disease has progressed 
to complete destruction of the kidney, terminating 
in caseation and deposition of calcium salts — the 
so-called autonephrectomy —the calcium salts 
will cast a shadow on the X-ray negative varying 
in density in cee: to the extent of the process. 
It is in just these cases when, for any of the reasons 
given, a definite diagnosis cannot be made, that the 
X-ray will often be the determining factor in the 
recognition of the lesion. 

the normal kidney substance has been 


largely replaced by calcified caseation a complete 
outline of the kidney and even of the ureter may be 
seen on the X-ray plate, and in such cases a definite 
diagnosis can be made immediately without the 
demonstration of tubercle bacilli and without 
recourse to ureteral catheterization except to deter- 
mine the integrity of the opposite kidney. 

The authors emphasize the fact, therefore, that 
it should be a routine procedure to make a plain 
X-ray examination of the urinary system in all 
suspected cases of renal tuberculosis before cystos- 
copy and ureteral catheterization. 

When the calcification is limited to a single area 
in the kidney there may be some difficulty in differ- 
entiating-this process from calculus, but a critical 
observation of the density, shape, and position of 
the shadow will leave little room for doubt. When 
the kidney has been completely destroyed, the 
characteristic lobular appearance of the shadows 
due to the calcified caseous cavities is very definite 
and is never seen in any other type of kidney lesion. 

By means of stereoscopic plates the individual 
abscess cavities can be clearly distinguished from 
each other, provided, of course, that the process has 
been of sufficient duration to produce deposition of 
calcium salts in the areas of caseation. Calcification 
of the ureter is rare, but when it does occur, it is 
characteristic, the ureter showing on the negative as 
a dense shadow, the calcification involving the 
upper portion, the lower portion, or even its entire 
course, 

In addition to what is shown by the sclerosis of the 
ureter itself, a shadow may be cast by the caseous 
material which is sometimes seen filling the lumen 
of the ureter and represents the contents of the 
cavities of the kidneys. 

The fact that calcification occurs as a late process - 
in renal tuberculosis and will show an opacity on the 
X-ray plate has long been known, but the practical 
value of this simple method has been too little 
emphasized. 

During the past few years several cases of renal 
tuberculosis have been recognized at the Brady 
Urological Institute from the X-ray plate alone. 
To emphasize the value of the routine X-ray exam- 
ination the authors present a summary of some 
of the more interesting of these cases. 

It has not been the authors’ purpose to discuss 
the very great assistance of the data which may be 
obtained from the pyelogram and cystogram. In an 
occasional case, when sufficient information cannot 
be obtained by other means, a a can be made 
by these studies. It has been the practice at the 
Brady Clinic, however, to refrain from a pyelograph- 
ic study if a definite diagnosis of renal tuberculosis 
can be made by the usual methods. There have been 


59 


60 INTERNATIONAL ABSTRACT OF SURGERY 


no bad results following this method but it was felt 
that when the diagnosis was already certain the 
additional instrumentation was not justified. 

Asa result of the foregoing discussion the following 
conclusions have been reached: 

1. X-ray studies of the entire urinary tract 
should be carried out in all cases of suspected renal 
tuberculosis. 

2. In some instances when other methods of 
examination have failed, a definite diagnosis of renal 
tuberculosis can be made from the plain X-ray alone, 
but whenever possible catheterization of the other 
ureter should be done to establish the integrity of the 
opposite kidney. 

3. Theshadows pene entirely upon the amount 
- — which has taken place in the diseased 

idney. 
' 4. Various types of shadows may be seen in the 
plain X-ray of a tuberculous kidney, varying from 
the indefinite shadows cast by small areas of cal- 
cification to the characteristic lobulated shadow 
which is typical of a completely destroyed kidney. 

5. Pyelography and cystography may clear up the 
situation in some cases but these procedures should 
not be carried out if a diagnosis can be made by other 
and more simple methods. G. E. Betsy. 


Stark, G. W.: Diagnosis of Renal Colic. N. York 

' State J. M., 1919, xix, 331. 

The author’s conclusions, based on a study of 146 
cases of renal and ureteral disease, are as follows: 

1. Renal obstruction has been very much neg- 
lected by the profession. 

2. Of the 146 patients the great majority had been 
seeking aid for from four months to nine years; of 
these, 96 per cent have been cured; only 11 per cent 
have had to resort to surgery; in 1}4 per cent the 
— are doubtful, and 2!4 per cent have not been 
cured. 

Renal colic is a symptom due to obstruction in the 
urinary tract, the most common etiological factors 
being strictures, kinks, accidental tying off of the 
ureter, stone in the ureter, adhesions, and the pres- 
sure of tumors. 

The pathologic conditions usually confused with 
renal colic are appendicitis, disease of the adnexa, 
— disease, duodenal ulcer, peritoneal ad- 

esions, pancreatic disease, lumbago, and neu- 
rasthenia. 

Any case of abdominal pain in which there is pus 
in the urine or frequency of voiding or a history 
suggesting renal colic should be referred to the 
urologist for examination. 

During the routine examination of patients, the 
author encountered difficulty in passing a No. 6 or 
7 ureteral catheter in a large number of cases. 
Often, however, by using a smaller catheter and 
re-inforcing it with a wire, he was able to pass the 
obstruction. As a result the patient was frequently 
relieved of the obscure pain and gastric symptoms, 
and if pus and temperature had been present, the 
temperature usually dropped. 


Inferring from this fact that many instances of 
renal colic are due to stricture of the ureter, the 
author passes ureteral bougies ranging in size from a 
filiform toa No.12F. These he operates through a 
water cystoscope, his treatment of pyelitis and 
similar conditions being based on drainage and 
irrigation. 

The ureter is dilated from two to four points at 
intervals of five to fifteen days. Following the dila- 
tation, the size of the kidney pelvis is determined by 
distention with boric acid solution. This having 
been done, about two-thirds of the amount of a 25 
per cent argyrol solution are injected and allowed 
to drain through the ureter. Should the argyrol fail 
to remedy the condition, silver nitrate is used. 
Silver nitrate should never be employed, however, 
until full dilatation of the ureter has been ac- 
complished. If possible, a No. 8 catheter is passed 
up to the kidney, the pelvis is washed out with 
distilled water, and silver nitrate varying in strength 
from 1 to 4 per cent is then injected. The amount of 
silver nitrate used is about two-thirds normal 
capacity. This is then allowed to drain through the 
catheter. If, for example, 5 cubic centimeters are 
injected, the catheter is not removed until 5 cubic 
centimeters have drained back. When infection 
is the most prominent symptom, lavage is repeated as 
often as every other day. When obstruction is most 
marked, treatments are given every ten days. 

In the 146 cases of renal and ureteral disease 
upon which the author bases his findings, over one 
thousand lavages have been given, and with the 
exception of a few hours of renal colic, which oc- 
curred only in a few cases, there were no unfavorable 
results. Six patients with essential hematuria of 
from six to fourteen months’ duration were cured 
by kidney lavage. Of twenty-one patients with 
kidney ptosis, nineteen were symptomatically 
cured and two greatly improved. Two cases were 
treated by the methods described following surgical 
suspension. By forcible dilatation and lavage great 
relief was obtained from the almost unbearable pain 
which persisted after the suspension. Eventually, 
however, both patients were subjected to nephrec- 
tomy. Twenty-eight cases of renal pain without pus 
were apparently cured. Of eight patients with stone 
in the kidney, five were treated by pyelotomy, two 
by nephrectomy, and one refused operation. Three 
patients had stone in the ureter. In two cases the 
stone was advanced down the ureter by dilatation; 
in the other case it will be necessary to remove it 
surgically. There were eighty-four cases of pus 
kidney with or without obstruction. In twelve, a 
nephrectomy was performed. One patient, who 
refused operation, was treated by dilatation and lav- 
age and is apparently well one year later. In 
another case in which there was pus in the left 
kidney and a very advanced nymphitis, death 
occurred one year after treatment was stopped. 
One patient with double pyelitis is still under 
treatment; the remaining sixty-nine, as far as the 
author can learn, have been cured. J. P. O’Ner. 
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Rivarola, R. A.: Renal Lithiasis and Calculus of 
the Bladder in Infancy. (Quirurgica infantil 
lithiasis renal y calculos de la vejiga). Semana 
méd., 1919, xxvi, 18. 

Rivarola refers to a clinical case of bladder cal- 
culus in a child. 

In Buenos Aires, though the occurrence of vesical 
calculi does not reach the high figure reported by 
Bokay in Hungary, the condition is seen frequently 
in the Children’s Hospital. Males are affected more 
often than females. 

Bladder calculus is in reality only one incident of 
renal lithiasis. The majority of authors are in accord 
in accepting the theory ascribing its origin to the 
uric infarct which is observed in the kidney of the 
new-born infant. ‘This uric infarct, due to the 
normal physiological surcharge of uric acid in the 
urine of the new-born, usually becomes disseminated 
within the early weeks of life. When the urine is 
not sufficiently solvent, however, all of it may not 
be removed and its residue may form the nuclei of 
future stones. It may remain in the kidney pelvis 
or in the ureter, or may reach the bladder where 
in infants it is very often found. 

The treatment preferred by the author is litho- 
tripsy or litholapaxy when feasible. When the cal- 
culus is voluminous or the bladder is infected, he 
sections the bladder. Both methods have given 
good results. Following the removal of the calculus 
attention should be paid to hygiene and especially to 
the diet. W. A. BRENNAN. 


Braasch, W. F.: Dilatation of the Ureter and Renal 
Pelvis. J. Am. M. Ass., 1919, Ixxiii, 731. 


The article deals with dilatation of the ureters 
and renal pelves as demonstrated by pyelography, 
special stress being laid upon the dilatation which 
results from inflammation. Dilatations of the 
ureter or renal pelvis are ascribed by the author to 
three etiological factors: (1) mechanical obstruction; 
(2) infection; and (3) disturbance of innervation. 
Each of these is demonstrable clinically, pathologi- 
cally, and by means of pyelography as a distinct 
entity, although they are often found in combina- 
tion. 

MECHANICAL DILATATION 


Continuéd obstruction in any portion of the 
urinary tract results in dilatation of the portion 
above it. In such cases when examined pyelograph- 
ically the predominant dilatation is found to be in 
the renal pelvis rather than the calyces or ureter, 
the pelvic outline remaining comparatively regular. 
The degree of the dilatation varies and is classified 
as: (1) early hydronephrosis with broadening of the 
base of the calyx, increase in the size of the true 
pelvis, and flattening out of the terminal irregulari- 
ties; (2) moderate hydronephrosis with broadening 
of the entire calyx, a greater increase in the size of 
the pelvis, and resulting change in the angle of 
insertion of the ureters; (3) large hydronephrosis 
with partially filled calyces showing as rounded 


individual areas, and a diffuse outline of the rounded 
sac resulting from dilution of the injecting fluid. 

In the ureter dilatation is greatest near the point of 
obstruction and diminishes as it nears the pelvis. 
Pathologically the great distention of the ureters is 
as a rule the result of obstruction as inflammatory 
dilatation rarely attains a greater diameter than 2 
centimeters. Clinically, intermittent mechanical 
obstruction is nearly always accompanied by pain 
resulting from overdistension of the pelvis and 
ureter. 


INFLAMMATORY DILATATION 


At necropsy dilated ureters and pelves are often re- 
vealed with no evidence of mechanical obstruction to 
account for them. ‘The renal pelvis being opened, 
dilatation of the calyces of variable degree is found, 
while the walls of the pelvis are thicker than in 
dilatation resulting from mechanical obstruction. 
This thickening of the walls occurs also in the 
ureters which are often tortuous. The dilatation 
of the ureters, however, seldom exceeds 2 centimeters. 

Microscopic examination of such cases reveals 
evidence of inflammatory changes resulting from 
infection. There is a greater degree of leucocytic 
infiltration with more marked connective-tissue 
changes in the submucosa and serosa and a greater 
increase in the thickness of the serosa than in 
dilatation from mechanical obstruction. 

Any degree of chronic infection involving the re- 

nal pelvis and ureter is followed by dilatation which 
results either from a change in the tissues and a 
consequent retraction in the walls of the pelvis and 
ureter or from necrosis. The extent of such di- 
latation varies from scarcely recognizable ir- 
regularities of the calyces to complete destruction of 
the renal pelvis, and differs from the dilatation 
resulting from mechanical obstruction in that it is 
greatest in the calyces and ureter rather than in 
the pelvis the outline of which is comparatively ir- 
regular. 
Dilatation of the ureter resulting from inflam- 
matory changes is greatest at the ureteropelvic ~ 
juncture and is associated generally with dilatation 
of the calyces, while in the 
dilatation is greatest at the point of obstruction and 
least at the ureteropelvic juncture. When there is 
inflammation of long duration dilatation of the true 
pelvis to variable degrees results, together with 
cortical destruction such that a pyelogram may show 
the cortical areas connected with the true pelvis or 
dilated calyces by narrow isthmuses. Such destruc- 
tion often occurs in cases of tuberculous infection, 
and although strictures of the ureter are often 
observed in such cases, the ureters are found dilated 
their entire length and have the characteristic gaping 
meati when no evidence of obstruction is demon- 
strable. The portion of the ureter situated in the 
bladder wall becomes dilated because of involvement 
in the inflammatory process, the dilatation being the 
result of contagious infection. 

Inflammatory dilatation frequently accompanies 
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renal stone. In such cases there may be a typical 
clubbing of the calyces with little or no dilatation of 
the pelvis and ureter. That mechanical obstruction 
could not be a factor is evidenced by the fact that 
the stone is often securely lodged at the end ofa calyx. 
Infection may cause contraction also when it is 
confined in the renal parenchyma, the resulting 
cicatricial changes causing diminution in the size of 
the pelvis. Clinically in the inflammatory di- 
Jatation so frequently seen in chronic pyelonephritis 
the history given is of little or no pain referred to the 
kidneys, but rather of repeated febrile attacks. 


ATONIC DILATATION 


Atonic dilatation of the ureter is probably due to 
some disease in the central nervous system. The 
dilatation is not confined to the lower end of the 
ureter but extends to the renal pelvis. While this 
has been attributed to the backing up of the urine 
from an over-distended bladder, atonic dilatation 
often occurs when no residual urine is present and 
therefore is probably due to the same disturbance of 
innervation as that affecting the bladder. Such a 
condition may occur when there is no clinical evi- 
dence of any disease of the central nervous system 
and both ureters may be dilated and the kidneys 
hydronephritic in the absence of evidence of me- 
chanical obstruction. 

The author concludes that: (1) dilatation of the 
ureter and renal pelvis may occur without mechani- 
cal obstruction; (2) the difference between mechani- 
cal and inflammatory dilatation as regards their ana- 
tomy, pathology, and clinical data are quite marked; 
and (3) the clinical demonstration of inflammatory 
dilatation may be of diagnostic value. 

H. C. Bumpus. 


Hunner, G. L.: Differential Diagnosis in Stricture 
and Calculus of the Ureter. N. York State J. 
M., 1910, xix, 323. 

In the past three and one-half years the author 
has diagnosed and treated about 500 cases of ureteral 
stricture. There are still many problems to be 
worked out, most important of which are: (1) The 
determination of the total reduction of function in 
cases of bilateral stricture which has persisted 
sufficiently long to cause injury to the kidneys; 
(2) the extent of the return of kidney function after 
dilatation and the relief of the back-pressure; and 
(3) the working capacity of each kidney in cases of 
unilateral stricture. 

One of the author’s conclusions based upon the 
500 cases is that ureteral stricture is the cause of 
more kidney pathology (excluding conditions usually 
classified as medical) than any other single factor. 
It accounts for the majority of cases of hydro- 
nephrosis and pyelitis, many cases of pyonephrosis, 
and many, if not the majority, of cases of so-called 
hematuria. As a rule ureteral stricture and chronic 


‘urethritis are due to focal infections. 


The classic history of pain and its radiation, 
vesical or rectal tenesmus, nausea, vomiting, etc., 


so commonly associated with stone in the ureter, is 
not infrequent in cases of ureteral stricture. There 
may be no temperature at all or it may rise to 103 
or 104 degrees. When chills occur in cases of stone 
or stricture they are considered proof positive that 
infection is present. The author states that he has 
never had a case in which chills occurred in the 
absence of infection. 

When a patient gives a history of having passed 
a stone, but has a continuance or re-awakening of 
symptoms characteristic of stone, the presence of a 
ureteral stricture should be suspected. In cases of 
stone or stricture it is rare that bi-manual examina- 
tion is negative. If the kidney can be palpated, it is 
usually found more sensitive than normal. If infec- 
tion or hydronephrosis is present or there has been 
a recent attack of colic, the kidney is more sensitive 
than usual and may be distinctly enlarged. Palpa- 
tion of the ureter where it crosses the pelvic brim 
nearly always elicits pain which at times radiates 
up the kidney but more often extends to the bladder 
and causes a desire to void. When the stone or 
stricture is located in the upper pelvis in the region 
of the bifurcation of the internal iliac artery, the 
point of maximal tenderness is just below the pelvic 
brim. When situated on the right side these find- 
ings are often diagnosed as appendicitis. Most 
stones and strictures in women are found in the 
region of the broad ligament. Women having 
pathologic conditions in the lower ureter, par- 
ticularly a trigonitis, often complain of dyspareunia, 
and this symptom with pain in the region of the 
broad ligament often leads to a faulty diagnosis of 
ovarian or pelvic inflammatory disease and results 
in needless surgery. The peri-ureteritis associated 
with stricture, often due to focal infection of the 
lymphatics, may at times be so marked as to be 
mistaken for stone. 

In cases of either stone or stricture the urine may 
be normal between attacks, but during or after an 
attack show blood or pus cells or both. The pres- 
ence of blood in the quiet stage of the condition 
favors the diagnosis of stone but during the attack 
of colic the amount of blood in the urine may be as 
great in cases of ureteral stricture as in cases of 
stone. 

For purposes of differentiation the author molds 
a spiral wax tip on the catheter and then places 
small wax rings at every fifth centimeter of the 
instrument that will enter the ureter. The second 
ring, 10 centimeters back of the tip is between 3.5 
and 4 millimeters in diameter and of spindle shape 
with long sloping shoulders. If a stone is present 
its location below the kidney can be determined by 
the wax rings. If when a shadowgraph catheter 
alone is used to determine the location of a suspicious 
shadow, the two shadows are quite separate, it is 
safe to say that the suspicious shadow is extra- 
ureteral, but if they are in juxtaposition the patient 
should be X-rayed at a different angle or examined 
with a stereoscope or a wax-tipped catheter. 

J. P. O'NEIL. 
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BLADDER, URETHRA, AND PENIS 


Phélip, J. A., and Galard, C. de: Phimosis and 
Disturbances of Micturition in Children 
(Phimosis et troubles de la miction chez |’enfant). 
Arch. de méd. d. enfants, 1919, xxii, 424. 


The authors examined a group of children who 
had been operated upon for phimosis. In 40 of 
these cases the operative indication was distur- 
bance of micturition; in 11 others the indication 
was balanoposthitis. Of the 40 cases of disturbed 
micturition there was retention in 3, painful and 
difficult micturition in 12, and incontinence in 25. 
The authors find that the incontinence which 
accompanies phimosis is due to a reflex irri- 
tation and that usually it is not cured by circum- 
cision. Their clinical observations made a long 
time after operation have confirmed this fact. 

In the 25 cases in which there was incontinence 
recovery has been complete in only 8. In 5 other 
cases there was improvement. When the incontin- 
ence is nocturnal the prognosis for its cure by cir- 
cumcision is poor. In many of these cases, in addi- 
tion to the preputial trouble, there may be other 
conditions by which the reflex irritation leading to 
incontinence is aroused. The meatus may be narrow 
or there may be some abnormal condition in the ure- 
thra. Dilatation may be necessary. Circumcision is 
very effective in all cases of phimosis associated 
with balanoposthitis, in dysuria, and in urinary 
retention, and although in cases of incontinence its 
success is less assured, its indication is formal and 
clear. W. A. BRENNAN. 


GENITAL ORGANS 


Clute, H. M.: Torsion of the Spermatic Cord. 
Boston M. & S.J., 1919, clxxxi, 231. 


Fifty-three cases of torsion of the spermatic cord 
were collected from the literature by the author. 
Seventy-six per cent were those of patients 25 years 
of age or younger and 47 per cent those of patients 
between the ages of 15 and 25 years. The torsion 
occurred on the right side more frequently than 
upon the left. 

In cases of torsion the cord is attached to only a 
small portion. of the epididymis instead of its entire 
length. The remainder of the epididymis and testis 
lies free in the tunica vaginalis. An abnormally 


loose scrotum and large tunica vaginalis have also 
been considered to be predisposing factors. Murray 
believes that torsion is due to rotation during the 
passage of the testis from the kidney to the scrotum. 
This results in thrombosis during any sudden 
vascular changes in the cord. If this were true, 
however, torsion would apparently be more fre- 

uent. Unusual labor or injury usually precedes 

e onset. 

The direction of the twist is usually from within 
outward and downward. The amount of destruction 
depends upon the degree of the torsion. Below, the 
vessels are thrombosed with a total infraction of the 
tissues. Above the blockage there is marked con- 
gestion of the vessels. With the exception of one 
case, the twist was within the tunica. 

Clinically there are two types, the acute complete 
torsion and the acute partial torsion. The symp- 
toms are similar except that those of complete 
torsion are much more severe. The onset is sudden 
and charactérized by pain in the testis which may 
radiate ate or down the thigh. There is more or 
less shock with possible vomiting and later an in- 
crease in temperature. Tenderness with gradual 
swelling and redness follow. In incomplete torsion 
there are recurrent attacks of pain but these may be 


very slight. In untreated cases such recurrences 
are common. Atrophy of the testis has also been 
reported. 


The absence of urethral discharge and negative pros- 
tatic and seminal vesicle findings eliminate gonor- 
rhoeeal epididymo-orchitis. Torsion of an undescended 
testis may be simulated by strangulation of an in- 
direct inguinal hernia but the history of undescended 
testicle should suggest the possibility of torsion. 

Detorsion should be attempted although it proved 
unsuccessful in three cases reported by the author. 
This is done by twisting the testis in the reverse 
order of the torsion. Many successful cases have 
been reported, but it is advised enly in the early 
stages of the condition. If operation is necessary, 
the circulation in the exposed testis should be re- 
established if possible by the application of hot 
towels. If this is unsuccessful, orchidectomy is 
advised. In recurrent partial torsions, Dowden’s 
method of removing the parietal layer of the tunica, 
scarifying the visceral layer, and then suturing the 
testis to the scrotum through the tunica albuginea 
has been of value. C. D. PickreLt. 


SURGERY OF THE EYE AND EAR 


Lemaitre, F., and Garmy, A.: The Extraction of 
Peri-Orbital Foreign Bodies (De |’extraction des 
corps étrangers péri-orbitaires). Ann. d’ocul., 
1910, Clvi, 265. 

By peri-orbital foreign bodies the authors mean 
foreign bodies situated in the immediate vicinity 
of the orbit. In relation to the orbit they are inter- 
nal superior, external, inferior, or posterior. 

The operation known as a paralateral rhinotomy 
en access to all internal and some posterior peri-or- 

ital foreign bodies. It also gives access to the 
ethmoid and sphenoid regions. Eight cases were 
operated upon by this route. 

The incision in the sinusofrontal route is the 
classical incision between the sinus and the frontal 
bone. It permits the extraction of intracranial and 
intracerebral foreign bodies situated back of the 
sinus and back of the frontal bone. Four cases were 
operated upon by this route. 

Projectiles in the temporal peri-orbital region 
often appear to be superficial when in reality they 
are deeply embedded. The temporal shell, which 
is very fragile here, yields to the least traumatism. 
In 2 of 3 cases of injury to the temporal bone the 
dura mater was involved. The temporal route may 
be utilized for the extraction of foreign bodies in the 
cerebrum behind the orbit. 


The vestibular route by simple opening of the. 


mucosa and without any extensive incision leads to 
all the deep cavities of the face. There are three 
varities: the simple sinusal route; the transsinusal 
route prolonged toward the pterygomaxillary fossa 


_ or the ethmoid; and the laterosinusal vestibular 


route. The last named was not used before the war. 
It leaves the sinus intact and gives access to the 


_Tetromalar region. Four cases were operated upon 


by the vestibular route. 

The authors have operated upon a total of 23 cases 
of war injuries and give concise case reports of 10 
of them which are typical. W. A. BRENNAN. 


McReynolds, J. O.: Foreign Bodies within the Eye- 
ball. J. Am. M. Ass., 1910, Ixxiii, 818. 


The author discusses this subject under three 
headings, viz., the location and character of the 
foreign body, measures for relief, and immediate and 
remote results. He reports eleven cases illustrative 
of various important features in the extraction of 
foreign bodies from the eyeball. 

The most difficult foreign bodies to localize are 
those which are not opaque to the roentgen rays, too 
minute to cast a perceptible shadow, or non- 
magnetic. In these cases the history may be of the 
greatest value. Small aseptic bodies penetrating 


entirely through the eyeball and lodging in the 
retrobulbar cellular tissue usually give rise to no 
future trouble. The occasional presence of postocular 
hemorrhage with proptosis may serve to locate a 
foreign body as without the globe. The reaction 
produced by the foreign body is greatly influenced 
by its chemical nature, e.g., glass is practically 


_ inert, while copper produces a prompt and decided 


response. The bacteriological status of a foreign 
body is its most important feature in this regard, and 
much depends upon the virulence of the organisms. 

In undertaking the removal of a foreign body from 
the eyeball it is of the greatest importance to 
decide wisely whether the anterior or the posterior 
route is to be adopted. In general, the author 
prefers the latter method, owing to the dangers of 
iridocyclitis with possible transferred ophthalmitis, 
and his experience has emphasized the safety and 
practicability of removing foreign bodies through a 
scleral incision by this route whenever they are 
easily accessible. The anterior route is most suitable 
for cases in which the foreign body is small and 
situated in the anterior segment of the globe. 

The immediate and remote results must be 
considered also with regard to the other eye. In 
general terms, the immediate result in the injured 
eye will be favorably influenced by accurate localiza- 
tion, early removal of the foreign body, the minimum 
of traumatism by the flight of the missile and the 
subsequent operative procedure, the non-involve- 
ment of the ciliary body, the lens, and the macula 
region, and the negative chemical and bacteriological 
character of the foreign body. The remote results 
are often disappointing because of late complications, 
such as sympathetic ophthalmia, retinal detach- 
ment, and other late degenerative processes. 

In two of the reported cases the foreign bodies 
were so minute that they cast no shadow on the 
plate. They were visible, however, with the ophthal- 
moscope. In three cases the injuries were extensive 
and associated with infection. In three cases the 
intra-ocular application of magnetic electrodes was 
necessary. In one case there was a puncture wound 
without retention of the foreign body within the 
globe. W. F. MoncreirFr. 


Dimitry, T. J.: An Operation Relegating Enuclea- 
ro of the Eye to Its Proper Position. Am. 
J. Ophth., 1919, ii, 653. 

Dimitry describes a technique which has given 
him good results in a series of twenty cases. His 
operation is advanced largely for cosmetic purposes 
and in the large majority of cases he believes it 
should supplant the operation of enucleation. Enu- 
cleation he deems a simple mechanical measure in 
which muscles are cut loose from their attachment to 
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‘ a: 


Transfixed with Graefe knife. 


Anterior segment excised. 


the eye, the optic nerve is severed, the eye is de- 
livered, and hemorrhage is controlled by pressure. 
When, after a varying period of healing, a pros- 
thesis is to be inserted, it is almost certain that three 
highly unsatisfactory conditions will be present. 
There is a deep socket which is not comparable to 
that of the opposite eye, the lids sag, and the eye 
stares rigidly out into space. These deformities are 
inexcusable and can be avoided. Enucleation is 
permissible, however, in cases of malignant disease 
and in the aged when there is need for an operation 
that can be performed rapidly. 

The treatment advanced by the author prac- 
tically obviates injury to the sympathetic nerve, 
conserves the normal movements of the eye, pro- 
vides a foundation for the prosthesis, and exposes 
the patient to no greater risk than enucleation. 
Moreover, it eliminates the troublesome sympa- 
thetic iridocyclitis better than substitute operations 
for enucleation, a fact of which the author is now 
more firmly convinced than ever. 

The operation consists in an evisceration of the 
sclera and the removal of a section of it posteriorly, 
including severance of the optic nerve. A gold ball 


is then inserted within the sclera and the anterior 
opening is closed. The latter feature is regarded 
highly essential. 

The technique is described as follows: The opera- 
tion is begun as an evisceration, the conjunctiva 
being undermined. The anterior aspect of the globe 
is then resected, the point of resection being about 
2 millimeters posterior to the corneoscleral margin. 
The contents of the globe are removed and the 
hemorrhage is controlled. Section of the sclera 
over the region of the optic nerve head in the pos- 
terior aspect of the sclera is made from within and 
the optic nerve is severed. The latter is done with 
a Graefe knife and a pair of curved scissors. The 
sclera is turned outward and every vestige of 
choroidal tissue removed. Two small triangular 
sections of the sclera are removed at both sides of 


Scleral cavity emptied. 


the anterior window and in such position that a hor- 
izontal line bisecting the latter will also bisect the 
triangular openings. The gold ball is then inserted 
and the sclera sutured over its anterior surface. The 
conjunctiva is sutured to the capsule of Tenon at the 
position of its attachment to the sclera and hence 
is not brought over the sutured anterior wound in 
the sclera. This finishes the operation. 

In the author’s twenty cases the operation was 
performed under general anesthesia in eighteen and 
under local anesthesia in two. Two cases date 
back five years, 4, four years, 4, three years, 5, 
two years, and 5, one year. 

Implantation of other substances than a gold 
ball, such as fat, cartilage, the eye of a rabbit, paraf- 
fin, and dental wax has been tried and found un- 
satisfactory. 

The conclusions drawn are as follows: 

1. The operation described may be performed 
with a comparative absence of trauma and hence 
is followed by less reaction, less secretion, and less 
ecchymosis and there is less likelihood of injury to 
the sympathetic, than is the case when enuclea- 
tion is done. 
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Cutting triangles out of sclera. 


Schematic section showing gold ball inserted—window 


in back of sclera—optic nerve cut—conjunctiva sewed to 
Tenon’s capsule, not over sclera. 


2. It furnishes a filled-in socket with its several 
advantages: a firm seat for the prothesis; an absence 
of sagging lids, and hence a normal lachrymal secre- 
tion and drainage. 

3. It evidently does not interfere with a natural 
face development in the young. 

4. It leaves the recti muscles undisturbed and 
with an unimpaired power to function. 

5. The posterior window which permits the 
easy severance of the optic nerve and ready absorp- 
tion of hemorrhages and exudates obviates ex- 
trusion of the gold ball. 

6. The retro-attachment of the conjunctiva fur- 


nishes a deeper retrotarsal fold which allows un- - 


restricted excursions of the prothesis. J. S. Cuark. 


Marquez Colomo and Soria: An Advance in the 
Medical Treatment of Cataract (Avance para el 
tratamiento medico de la catarata). Med. Ibera, 
1919, NGmero extraordinario, 1 Cong. de med. y 
cirug., 93. 

The future of the treatment of cataract lies along 
medical lines; not those based upon the discredited 


agents, chiefly iodides, which have been used hereto- 
fore, but those having their basis in recent dis- 
coveries in immunotherapy and the application of 
the theory of antigens and antibodies. 

The authors successfully immunized a donkey by 
repeated intravenous and subcutaneous injections 
of an extract of the crystalline lens of an ox (the 
crystalline albumin being alike in practically all 
species of animals but distinct from the albumins 
of the other organs even in the same species), and 
in this way obtained a phakolytic serum which by 
complement deviation and experiments on rabbits 
was demonstrated to be very rich in antibodies. 

In the experiments reported a traumatic cataract 
was provoked in one eye of each animal of a number 
of pairs of rabbits with a discission needle. This was 
then followed by the injection of the phakolytic 
serum into the traumatized eye of one animal of 
each pair. It was found that resorption of the 
cataract occurred with greater rapidity in the eyes 
which were treated with the serum. 

While the authors admit that these¢ results do not 
as yet definitely prove that a successful method of 
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medical treatment of cataract has been attained, 
they believe they constitute an important advance 
in that direction and show that it is possible to 
obtain a phakolytic serum which increases the 
rapidity of resorption of a traumatic cataract or of 
the opaque masses resulting from a secondary 
trauma. The production of antibodies following 
the injection of the crystalline lens of animals or of 
an emulsion of human cataracts was demonstrated 
also by investigations. carried out years ago by 
Megias, Moreno de Vega, and Sf&nchez Grfas at the 
suggestion of M4rquez. 

The basis of the work here reported and of the 
former investigations was a fact observed by 
MA4rquez in the case of a patient upon whom he 
performed two operations for cataract. In the first 
few days following the second operation crystalline 
masses which had persisted without resorption in the 
eye formerly operated upon rapidly disappeared. 
This could be explained rationally only by the assump- 
tion that during the second operation specific anti- 
bodies were produced which reached the opposite 
eye through the circulation and were the cause of 
the absorption of the masses. 

M4rquez suggests that possibly in immunizing 
with phakolytic serum as an antigen an anti- 
phakolytic serum might be obtained which would 
protect the crystalline lens against the factors 
causing cataract. M. M. Martruies. 


Weill, G.: Lance Extraction of Senile Cataract 
(Extraction de la cataracte sénile 4 la pique). 
Ann. d’ocul., 1919, xlvi, 338. 


The principal objection to the lance extraction of 
senile cataract has been that the incision is insuffi- 
cient to permit the extraction of large cataracts. 

The author believes that this difficulty may be 
overcome by enlarging the wound from the anterior 
chamber, not as in Weber’s procedure, but by pro- 
longing the incision in the limbus as is often done in 
an iridectomy with the lancet. 

The author has used the lance extraction since 
1912 and his results have been so good that he no 
longer uses the Graefe knife. In his earlier cases he 
also performed an iridectomy, but in subsequent 
cases this has been omitted. Altogether he has re- 
moved about ‘400 senile cataracts of all types. 

The lancets used are curved and vary from 8 to 11 
millimeters in width. The instrument is withdrawn 
parallel to the diaphragm of the iris and in this 
manner the incision in the limbus is prolonged to the 
extent desired; otherwise the Graefe operation is 
followed. 

Weill sums up the advantages of the lance extrac- 
tion as follows: 

1. The incision, which requires neither counter- 
puncture nor saw movement, is much easier. 

2. The form of the lance and its introduction 
from the periphery toward the center of the anterior 
chamber prevents the flow of the aqueous humor 
and also keeps the iris from becoming caught in 
the knife cut. 


3. The iris regains its place spontaneously or 
following simple massage of the cornea and rarely 
tends to become involved in the wound. 

4. The anterior chamber is re-established much 
more quickly than after incision with Graefe’s knife. 

5. Postoperative astigmatism is less pronounced, 
the edges of the wound being much more regular and 
evenly united. W. A. BRENNAN. 


Harris, T. J.: Acute Mastoiditis: a Clinical Study 
Based on Cases Seen in the Otolaryngological 
Service, U. S. General Hospital 14, Fort Ogle- 
thorpe, Ga. Laryngoscope, 1919, xxix, 540. 


Harris discusses the aural complications of measles 
and influenza. Concerning his experience with acute 
affections of the middle ear and mastoid following 
measles he offers the following deductions: 

1. Otological complications are so unusual in their 
symptomatology that the only certain means of 
recognizing them is the routine examination of the 
ear itself. 

2. Far outweighing all measures for the relief of 
infection of the ear are prophylactic measures such 
as improved sanitary procedures and the local treat- 
ment of the upper respiratory tract by means of 
gargles of warm saline, Dobell’s solution, or a 2 per 
cent solution of dichloramine-T. The establishment 
of steam huts may also be of great service. 

Concerning the aural complications of influenza 
the following points are discussed: 

1. The drum picture. The presence of the cha- 
racteristic hemorrhage bleb is noted. 

2. The impossibility of placing much reliance on 
drooping of the posterior superior canal wall as an 
indication for operative interference. 

3. The thickening of the periosteum over the 
mastoid which is a valuable aid in the diagnosis. 

4. The great value of the roentgenoscopic find- 
ings which, however, are not infallible. 

5. The variation in the operative findings. 
Little or no change was noted in mastoids which 
were opened early. 

6. The lack of uniformity in the nature of the 
organism recovered. 

7. The marked slowness in the time of healing. 

O. M. Rorr. 


Kelly, J. D.: Acute Otitis Media Purulenta and 
Acute Mastoiditis at the Base Hospital, Camp 
Stuart, Va. Med. Rec., 1919, xcvi, 408. 

Kelly offers the following conclusions from his 
study of nearly two hundred cases of acute otitis 
media purulenta and forty-eight cases of acute 
mastoiditis at the base hospital, Camp Stuart, 
Virginia: 

1. It is very difficult to obtain a pure culture or 
to determine the identity of the causative organisms 
in acute purulent otitis media. 

2. Invariably after twenty-four hours of discharge 
the cultures are mixed cultures. 
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3. The presence in a discharge of virulent pyo- 
genic organisms does not necessarily mean that mas- 
toid involvement will follow. 

4. The individual anatomical characteristics of 
the mastoid may not be a deciding factor in the 
development of mastoiditis. 

5. In accute purulent otitis media’ syringing 
should never be done with the hope of irrigating the 
middle ear. Treatment should consist in free drain- 
age with or without wicks, the canal being kept free 
from obstruction. A piece of absorbent cotton may 
be placed in the auricle to absorb the secretion and 
the ear covered with a handkerchief or bandage. 

6. The X-ray in acute mastoiditis is not to be 
depended upon for diagnosis. 

7. Acute purulent otitis media lasting over three 
weeks and discharging freely at that time invariably 
means mastoid involvement and should receive 


operative treatment in order to preserve the hearing. 


and protect against chronicity of the condition. 

8. A complete exenteration of all possibly affected 

cells should be done at the time of the operation. 
O. M. Rorr. 


Guthrie, D.: Aural Suppuration in Early Child- 
hood; Its Prevention and Treatment. Lancet, 
CXCVH, 429. 

Aural suppuration occurs very frequently during 
the first year of life. The anatomical structure of the 
membranous meatus and the position of the tym- 
panic membrane, together with a relatively short, 
wide, and more horizonal eustachian tube, favor 
infection of the middle ear from the nasopharynx. 

Postmortems performed on infants by different 
observers have shown that otitis is present in approx- 
imately 82 per cent. The pus found in ears so 
affected yielded the pneumococcus in most cases, and 
next in frequency, the streptococcus. Only rarely 
was it sterile. 

The ears should be examined in infants who are 
suffering from fever of obscure causation. In otitis 
media the temperature may be high or may not rise 


* above roo degrees. Pain is evidenced by continuous 


crying, restlessness, sleeplessness, and boring of the 
head into the pillow. The pain is not constant, 
however, and sometimes may be altogether absent. 
Otoscopic examination is extremely difficult in 
young infants with otitis media. Often a fleeting 
glimpse is the best obtainable. Mastoiditis is not a 
very common complication. 

Treatment consists of the use of dry heat and 
cocaine, carbolic and glycerine drops in the early 
stages. Paracentesis may be performed. 


Tuberculosis of the middle ear was found by the 
author in 13 of 150 consecutive cases of chronic 
middle-ear suppuration in children under to years 
of age. In all of these 13 cases except one, a child 
aged 3, the disease began during the first year of life. 
Ten of the children were bottle fed and in only one 
instance was the milk boiled. There is little doubt 
that the infection was milk borne. 

The treatment of tuberculosis of the middle ear 
in children consists of a very radical mastoid 
operation. This was done in 9 of the author’s 13 
cases and the nature of the disease confirmed by 
microscopic examination of the granulations. Six 
of the patients did well and 3 died, one of meningitis 
one week after the operation. The other deaths, 
which occurred several months later, were due to 
pneumonia and convulsions respectively. 

Otitis media in children of 2 years or over tends 
more and more to approach the adult type. The 
disease is probably as common between the ages of 
2 and 6 as after 6. 

Medical reports in Scotland show that 1.3 per 
cent of children entering school have discharging 
ears. In 66 of 130 cases of aural suppuration in 
children aged from 1 to 1o the etiological factor 
was determined as follows: measles, 31 per cent; 
scarlet fever, 6 per cent; pneumonia, 6 per cent, 
whooping cough, 5 per cent; injury, 2 per cent; and 
diphtheria, 1.5 per cent. The small number of 
scarlet fever cases arises from the fact that two- 
thirds of the patients had not reached the age at 
which scarlet fever obtains its maximum incidence. 
Measles is a more disabling disease than scarlet 
fever and its danger as a cause of chronic middle- 
ear suppuration cannot be too strongly emphasized. 

A second and perhaps the most important factor 
of all in the production of middle-ear suppuration 
in children is adenoids. Adenoids are responsible 
not only for the origin of otitis but also for its 
chronicity. The adenoid operation, therefore, 
has an important place in the prophylaxis as well 
as the treatment of ear suppuration. The following 
scheme of treatment may be a useful guide in aver- 
age cases: (1) cleansing and antisepsis; (2) removal 
of adenoids; (3) conservative mastoid operation; 
(4) radical mastoid operation. The first is car- 
ried out by the use of “mopping and drops” 
rather than syringing. If the suppuration should 
continue after two or three months of such treat- 
ment carried out systematically and after the 
adenoids have been removed, a conservative mas- 
toid operation should be chosen whenever possible. 

W. L. 
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